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... a8 written in a prescription means “according to circum- 
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ment must be flexible. In the case of pharmaceuticals, how- 
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ELI LiLLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S. A. 
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AUR EOMYCIN uyprocHvoripe 
in Rickettsial 
Infections 


The discovery of aureomycin marked an epoch in antibiotic 
specific therapy. The rickettsiae, lying midway between the 
bacterial and the viral infections are immediately inhibited 
or killed by this antibiotic. Rocky Mountain spotted fever, 
Q fever and typhus fever all respond dramatically to aureo- 
mycin, without reference to the stage of the disease at which 
therapy is begun. The ability of this agent to penetrate the 
cell membranes and attack the intracellular rickettsiae is an 
important factor in producing its highly specific effect. 


Aureomycin has also been found effective for the control of 
the following infections: African tick-bite fever, acute ame- 
biasis, bacterial and virus-like infections of the eye, bac- 
teroides septicemia, boutonneuse fever, acute brucellosis, 
Gram-positive infections (including those caused by strepto- 
cocci, staphylococci, and pneumococci), Gram-negative in- 
fections (including those caused by the coli-aerogenes group), 
granuloma inguinale, //. influenzae infections, lymphogranu- 
loma venereum, peritonitis, primary atypical pneumonia, 
psittacosis (parrot fever), Q fever, rickettsialpox, Rocky 
Mountain spotted fever, subacute bacterial endocarditis 
resistant to penicillin, tularemia and typhus. 


Capsules: Bottles of 25, 50 mg. each capsule. 
Bottles of 14, 250 mg. each capsule 
Ophthalmic: Vols of 25 mg. with droppers 


edding ce. of woter. LEDERLE LABORATORIES DIVISION 


awenscay Canamid 
30 Rockefeller Plaza, New York 20, N. Y. 
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A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Shnanen, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is sit din the dhills of North Carolina in a 60-acre park 

of ae — pines. It is located on ue S. Route 1. six miles south of Pinehurst and Southern 


n is unexcelled for its healthful climate. 
“Ample. facilities are afforded for recreational and occupational therapy, particularly out- 


‘Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; iw by adjustment to his reonality difficulties or 
modification of personality traits to effect a cure or improvement in disease. oe resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


DANIELS HEMOSTATIC 


TONSILLECTOME 


A true hemostat in combination 
with a knife. The tissues around 
the tonsil are held and crushed 
in the hemostat while the knife 
is arranged to sever the tonsil 


from its connection with mini- 
mum effort. 


Made in Two Models 
SOLID OR REPLACEABLE BLADE 


3 Sizes — Price $42.00 


BE PREPARED FOR THE TONSIL SEASON 


WINCHESTER 


“CAROLINAS' HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 111 North Greene Street, Greensboro, N. C. 
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PINECREST MANOR for CONVALESCIN 


Fred Engelsberg, Director ’ Telephone 8075 
SOUTHERN PINES, N. C. 


BROAD STREET SANITARIUM 
“FOR ALCOHOLISM” 


“Specializing in the treatment of alcoholism by the conditioned reflex aversion method” 


CHARLES G. YOUNG, M.D. VIRGIL JOHNSTON 
Medical Director Managing Director 


5 miles west of city limits on 
Broad St. Road Tele. 6-1556 Richmond, Va. 
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AN ANS IN ANTIBACTERIAL THERAPY 


misrey 
> 


since SENSITIZATION... 


resulting from the topical application of modern antibacterial agents can prevent their 


systemic administration for future serious infections— 


The THIS SUGGESTS the use of a topical antibacterial agent which 


is never administered systemically. 
NITRO F U R ANS Furacin® brand of nitrofurazone N.N.R. is available in 0.2 per cent 
; concentration in water-miscible vehicles. It is indicated for topical 
; onl I, 7 application in the prophylaxis or treatment of surface infections of 
°. wounds, severe burns, cutaneous ulcers, pyodermas, skin grafts 


A unique class of and bacterial otitis. Literature on request. 
antibacterials EATON LABORATORIES, INC., NORWICH, N. Y. 


FURACIN SOLUBLE DRESSING + FURACIN SOLUTION + FURACIN ANHYDROUS EAR SOLUTION 
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THROAT SPECIALISTS REPORT 


ON 30-DAY TEST OF CAMEL SMOKERS: 


thioat imtztion de 


Yes, these were the find- 


ings of throat specialists NS 
after a total of 2,470 


weekly examinations of 
the throats of hundreds : 
of men and women who : 
smoked Camels—and 


only Camels —for 30 
consecutive days. 


IT WAS GOOD TO 
HAVE THE DOCTOR'S WORD 
ON IT, BUT | KNEW CAMEL 
MILDNESS AGREED WITH 
MY THROAT FROM THE 
START. THEYRE A 
GREAT SMOKE! 


B.J. Reynolds Tobacco Co., Winston-Salem, N.C. 


ACCORDING TO A NATIONWIDE SURVEY: 


MORE DOCTORS SUUKE CAMELS 


THAN ANY OTHER CIGARETTE 


Yes, doctors smoke for pleasure, too! In a nationwide survey, three independent research organi- 
zations asked 113,597 doctors what cigarette they smoked. The brand named most was Camel. 


ROBERT LAMKIE 
Personnel Director 


One of hundreds of 
people from coast 
to coast who made 
the 30-Day Camel 
mildness test un- 
der the observation 
of throat specialists. 
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any helpfy; 
? 


the new PICKER CATALOG of x-ray accessories 


Fourteenth edition of a book which, for almost forty years, has 
been esteemed as the standard reference for accessories used in 


radiography, fluoroscopy, and radiation therapy. Probably the most 
complete source-book for x-ray accessories extant, it embraces not 


only Picker-made products, but a host of others gathered from 


all over the world, and offered under the Picker guarantee. 
Your local Picker representative will be around 
soon with your copy: or we'll be glad to send 


one on request (use your letterhead, please). 


PICKER X-RAY CORP., 300 FOURTH AVE., NEW YORK 10. . 
all you expect |... and more 


F 
; 


without 
equivocation 


In cholecystography, the “equivocal result” has virtually been elim- 
inated. Cholecystograms made with Priopax® are a valuable aid to 
diagnosis. An unsatisfactory, equivocal roentgenogram is a disap- 
pointment to the physician and an annoyance to the patient requir- 
ing a repeat examination. “Non-visualization of the gallbladder after 
administration of Priopax is dependable evidence of organic gall- 
bladder disease.”'! Formerly, such confusing factors as poor 
absorption, vomiting, diarrhea and residual contrast medium in 
the intestines hampered interpretation. Today, Priopax provides 
results with minimal interference from such factors. 


(iodoalphioniec acid) 
Priopax, beta-(4-hydroxy-3, 5-diiodophenyl) -alpha-phenyl-propionic acid, is 
available as 0.5 Gm. tablets in envelopes of six tablets and economy packages 
of 100 envelopes and in boxes of 1, 5 and 25 envelopes each bearing instruc- 
tions for the patient. Also the Hospital Dispensing packages containing 4 rolls 
of 250 tablets each. 


1. Brewer, A. A.: Radiology 48:269, 1947, 


CORPORATION: BLOOMFIELD, NEW JERSEY 
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TE RE ( YI =Sulfamerazine ----:. 


FOR SAFER SULFONAMIDE THERAPY .... 


Sulfadiazine 


Sulfamethazine -...;.:.. 


Low Renal Toxicity 


Sulfadiazine: 
Danger of blockage 


TERFONYL: 
Sulfamerazine: : Blockage very unlikely 
Danger of blockage with therapeutic doses 


With usual doses of Terfonyl the danger of 
kidney blockage is virtually eliminated. Each 
of the three components is dissolved in body | 
fluids and excreted by the kidneys as though 
it were present alone. The solubility of Ter- 
fonyl is an important safety factor. 


Terfonyl contains equal parts of sulfadiazine, 
sulfamerazine and sulfamethazine, chosen for 
their high effectiveness and low toxicity. 


Terfonyl Tablets, 0.5 Gm. Bottles of 100 and 1000 


Terfonyl Suspension, 0.5 Gm. per § cc. 
Appetizing raspberry flavor + Pint bottles 


SQUIBB wmanuracturine CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


*TERFONYL’ 18 A TRADEMARK OF SQUISS SONS 
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The Protein-Rich Breakfast 
and Morning Stamina 


Extensive studies* by the Bureau of Human Nutrition have established that 
breakfasts rich in protein and supplying 500 to 700 calories, effectively 
promote a sense of well-being, ward off fatigue, and sustain blood sugar 
levels at normal values for the entire morning postbreakfast period. 


These physiologic advantages are related mainly to the protein content rather 
than to the caloric content of the breakfast. 1n fact, when isocaloric breakfasts 
were compared, those with the higher amounts of protein led to the great- 
est beneficial effects. Breakfasts providing the lower quantities of protein 
(7 Gm., 9 Gm., 16 Gm., and 17 Gm. respectively) produced a rapid rise in 
the blood sugar level and a return to normal during the next three hours. 
Breakfasts providing more protein (22 Gm, and 25 Gm. respectively) pro- 
duced a maximal blood sugar rise which was lower than that following the 
breakfasts of lower protein content, but the return to normal was delayed 


beyond the three hour period. 


The subjects on the higher protein breakfasts “reported a prolonged 
sense of well-being and satisfaction.” The findings indicated that the 
beneficial effects of the high protein breakfast on the blood sugar level 
may extend into the afternoon. : 

Meat, man’s preferred protein food, is a particularly desirable means of 
increasing the protein contribution of breakfast. The many breakfast 
meats available are not only temptingly delicious and add measurably to 
the gustatory appeal and variety of the morning mea!, but they also pro- 


vide biologically complete protein, B-complex vitamins, and essential 
minerals. Meat for breakfast, a time-honored American custom, is sound nutri- 


tional practice. 


*Orent-Keiles, E., and Hallman, L. F.: The Breakfast Meal in Relation to Blood-Sugar 
Values, Circular No. 827, United States Department of Agriculture, Bureau of Human 
Nutrition and Home Economics, Agricultural Research Administration, Dec., 1949. 


The Seal of Acceptance denotes that the nutritional statements 
made in this advertisement are acceptable to the Council on ¢ 
Foods and Nutrition of the American Medical Association. %, 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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builds 
husky 
babies 


Wyeth Incorporated « Philadelphia 3, Pa. 


PROTEIN 


MINERALS 


VITAMINS 


Ready-to-use S-M-A 
is patterned after human milk 


. . . . with respect to quantity and quality of es- 
sential nutritional factors. The nutritional history 
of S-M-A infants is similar to that of breast- 
fed infants. 

S-M-A babies are well developed, with firm 
tissue; they are happy and contented. 

The stools of S-M-A infants closely resemble 
those of breast-fed infants in color, odor, consist- 
ency and bacterial flora. 


Vitamin C Added 
S-M-A Concentrated Liquid—cans of 14.7 fl. oz. SS 
S-M-A Powder—1 Ib. cans 


| 
SMA MOTHER'S | i 
-M-A 
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point of departure 


for special 


feeding cases... 


Dryco is not only the point of departure for 
almost every type of infant formula—it is also 
in itself a valuable food for special cases. 
Dryco assures ample protein intake while its 
low fat ratio and moderate carbohydrate 
content minimize digestive disturbances, 


The applicability of the Dryco formula is 
strikingly seen in an observation by Pitt: “The 
majority of cases of infant diarrhea, seen 

in private practice, are of such nature that 
changing the formula to one of low fat and 
low carbohydrate is all that is necessary to 
correct the condition...” Dryco is specifically 
recommended for use in these cases.” 


In addition to formula flexibility, Dryco 
offers other advantages, 


Dryco’s special drying process makes it more 
easily digested by certain infants than the 
fresh milk from which it is made. It supplies 
more minerals, particularly more calcium, 
than a corresponding formula of whole milk, 
plus 2500 U.S.P. units of vitamin A and 

400 U.S.P. units of vitamin D per reconstituted 
quart, Only vitamin C need be added. Each 
tablespoonful supplies 31% calories. Readily 
reconstituted in cold or warm water. 

Available at pharmacies in 1 and 2% Ib. cans. 


* Pitt, C.K.: The Art and Science of Artificial Infant 
Feeding, J.M. Asso. Ala. 19:101 (Oct.) 1949. 


The Prescription Products Division, The Borden Company 
350 Madison Avenue, New York 17, New York 
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open 


the nasal passages 


Swollen nasal mucous 
membranes . . . lacrimation. . . 
nasal discharge—the most acutely 
annoying manifestations of upper 
respiratory tract allergy or 
infection—respond quickly 
to the vasoconstrictive action of 


synephrine 


HYDROCHLORIDE 
7 BRAND OF PHENYLEPHRINE HYDROCHLORIDE 


decongestive for allergic rhinitis, colds, sinusitis 


neo-synephrine is 

prompt and prolonged in its decongestive action 
effective on repeated application 

virtually nonirritating 

nonstimulating to central nervous system 

Supplied in 4% solution plain and aromatic, 1 oz. bottles. 


Also 1% solution (when greater concentration is required), 1 oz. bottles, 
and 4% water soluble jelly, % oz. 


¥ Ca 
Onr. 


New Yorn 13,,N. Y. WINDSOR, 
NEO-SYWEPHRINE, TRADEMARK REG. U.S. & CANADA 
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DOCTOR, YOUR OWN 
NOSE PROVES IN SECONDS 


PHILIP MORRIS 
ARE LESS IRRITATING! 


YOU KNOW of the published clinical and laboratory 
studies* which have shown PHILIP Morris Cigarettes 
to be less irritating. BUT NOW—in seconds—YOU 
CAN MAKE YOUR OWN TEST... simple but 
convincing. Won't you try it? 


.. light up a Morris 
Take a puff — DON’T INHALE. Just 
s-l-o-w-l-y let the smoke come through your 
nose. AND NOW... 


2 ... light up your present brand 
DON'T INHALE. Just take a puff and 
s-l-o-w-l-y let the smoke come through your 
nose. Notice that bite, that sting? Quite a 
difference from PHILIP Morris! 


With proof so conclusive, would it not be good practice 
to suggest PHILIP MorRRIS to your patients who smoke? 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 


*Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245; Y. State Journ. Med., 
Vod. 35, 6-1-25, No. 11, 590-592; Laryngoscope. Feb. 1935, XLV, No. 2, 


149.154; Laryngosi ope, 1937, Vol. XLVI, No. 1, 58- 
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firma 


In conquering infection, medicine has 
built a firm and lasting foundation on 


products derived from the earth, 


When it comes to control of infections, 
be they of bacterial, viral or rickettsial 
origin—our “terra firma” has provided a 


widening group of effective antibiotics. 


In the screening, isolation, and production 
of these vital agents, a notable role 
has been played by the world’s largest 


producer of antibiotics 


Pfizer 


CHAS. PFIZER & CO.,INC., Brooklyn 6, New York 
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Luzter’s Fine Cosmetics and Perfumes 


As Advertised In Publications’ Of The American Medical Association 
Are Distributed In North Carolina By: 


MRS. BEE DEVONDE, Divisional Distributor 
1231 Armory Drive 
Charlotte, N. C. 


Distributors 

MRS. MYRTLE MRS. HARLON WHITMAN MRS. BROOKSHIRE 

R. No. 1, Box N 1716 N. Lee St. Route No. 

Charlotte, N. C. Salisbury, N. C. Lenoir, N é. 

MRS. CORAL ECKARD MRS. THELMA HAIR MRS. ANNIE LIPE 

107 West “H" St., 155 E, Poplar Drawer 587 

Newton, N. C. Mt. Airy, N. C. Rutherford College, N. C. 
MRS. OLETA WYLIE MRS. WAVOLYN BARTLES —. MAE CROSBY MRS, CLYDE MORRIS 
714 Milton Ave. ay ion Mills, 6 College St. 2052-14% St. 
Rock Hill, S. C .C Rock Hill, S. C. Hickory, N. C. 


DOOLEY AND DOOLEY, Divisional Distributors 
P. O. Box No. 1744 


Phone No. 4-0706 Charlotte, N. C. 
Distributors 
MRS. EDNA P. McPHERSON MRS, 3 hae PEARSON MRS. P. 0. SKIDMORE MRS. DORIS CATON 
1005 Waters St. Box No. 2) 129 Montgomery Ave. c/o Caton's a Clinic 


N. Albemarle, N. C. Concord, 


Lumberton, N. C. 


Phone No, 445 
MRS. MYRTLE COHOON 
408 Gold Street 
Shelby, N. C. 


MISS MAXIE 
808 Frederick Apt. 

Charlotte, N. C. 
Phone No, 46141 


Phone No, 218 


MRS. FLORENCE COOK 


1815 Thomas Ave. 
Charlotte, N. C. 
Phone No, 82509 


Phone No. eras 


MRS, GIBSON 


Robbin: 
Phone No, 8145 


FIELDS AND FIELDS, Divisional Distributors 
1214 Brooks Avenue 
Phone No. 3-3938 Raleigh, N. C. 


Distributors 


SALLY EVERETT 
12 Northern Blvd. 


MRS, G, W. PHILLIPS 
422 Bordeaux St. 
Jacksonville, N. C. 
Phone No, 430 

DORA B. NOELL 

2501 Englewood Ave. 

Durham, N. C, 

Phone No. X-4253 


MRS. EMMA PATE MRS. KATE WHELESS 

14 Neuse Road Box No, 1151 

Havelock, N. C, Rocky Mount, N. C, Wilmington, N. C, 
Phone No, 2992 W Phone No, 5461 


MRS. SALLY ee MRS. MAMIE RHEA 
Box No, 15 


138 Bagwell A 
Windsor, N. C. 


Raleigh, N, 
Faeas No, 2-1105 Phone No. 204-6 


POWELL AND POWELL PEARL MAY 
207 N. Lionel ig 1112 Oval Drive 
Golds Durham, N. C. 


boro, N. 
Phone No, Phone No. X-4356 


KENNEDY AND KENNEDY, Divisional Distributors 


2603 High Point Road 
Greensboro, N. C. 


Distributors 
MRS. ROSA NICHOLSON MRS. ESSIE O'NEAL MRS. MARY ETTA ROUTH MISS eae. BARNES 
Route No, 6, Box No, 205A  C-80 Kivett Drive, Box No. 7 10 East 4th Ave. 


High Point, N. C. N.C. 


MRS. CORA KIMSEY, Divisional Distributor 


P. 0. Box No. 6066 
Asheville, N. C. 


Distributors 


High Point, N. C. 


VIOLA QUINN 


GRACE BRIGMAN 


VIOLET CORT 


21 Wanoca Swannanoa, N, C. 389 Haw Creek Rd. 
Biltmore, N. C. Asheville, N. C. 
AURELIA HATIE McAFEE 
Andrews, N. Black Mountain, N. C. 


MRS, ALYCE H. LORTZ, Divisional Distributor 
P. 0. Box C-1 
Phone No. 3-2830 Greensboro, N. C. 


Distributors 
MRS. MAREL KEESEE 
1206 Tucker St., Apt. 13 Greensboro, N. C. 
Phone No. 8 
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The inherent stability of Koromex Jelly and Cream over a wide range 
of temperatures and, despite the seasonal changes, assures the 


maintenance of physical and chemical properties. As a result of this 


controlled stability patients do not come in contact with lumpy or watery 


products, and find Koromex an unfailingly satisfactory product to use, 


hOROMEX 


A CHOICE OF PHYSICIANS | 
HOLLAND-RANTOS COMPANY, INC. «145 HUDSON STREET, NEW YORK 13, N.Y. 
MERLE t. YOUNGS, PRESIDENT 
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It wou Id ta ke @ More than 44 clinical uses for short-acting NEMBUTAL 


have been reviewed in the literature during the 20 years the 
asma || drug has been effectively used. Some of these uses may be 
applicable in your own practice. 
excursion boat With short-acting NEMBUTAL, doses adjusted to the need 
can provide any degree of cerebral depression—from mild 
: sedation to deep hypnosis. Dosage required is only about 
to bring you all one-half that of certain other barbiturates. Because there is 
the patients who err less drug to be eliminated, there is less possibility of bar- 
each of the toa conditions biturate hangover and wider margin of safety. 
which You'll find short-acting NemBuTAL available in the form of 
NEMBUTAL is: effective Nembutal Sodium, Nembutal Calcium and Nembutal Elixir, 
all in convenient small-dosage preparations. Write for handy 
booklet, ‘44 Clinical Uses for Nembutal.” Z 
Aspotr Laporatorieés, North Chicago, Ill. 


In equal oral doses, no other barbiturate 
combines QUICKER, BRIEFER, 
MORE PROFOUND EFFECT than 


NEMBUTAL’ 


(PENTOBARBITAL, ABBOTT) 


invariably precise 


With ‘Crystodigin’ 

(Crystalline Digitoxin, Lilly), 

all of the desirable digitalis effects 
are achieved without the unwieldy bullk 
and often irritating property 

of digitalis leaves. 

The crystalline purity 

of the single glycoside, ‘Crystodigin,’ 


removes uncertainty of dosage. 


Weight measurement 


Porson 


0 further assures precision. 
TODIG IN, 
CRYS Digs 


< LL 


Detailed information and literature 
on ‘CrysTopiGcin’ Propucts are sup- 
plied through your M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Representative 
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Each year at this time the one who is about 
to conclude his service as president-elect and 
president is accorded the privilege of a final 
word to the members and the friends of the 
Medical Society of the State of North Caro- 
lina. He would do well to use his great fa- 
miliarity with the affairs of the Society in 
an effort to add to the cumulative knowledge 
of his fellow members. Having had an un- 
usual opportunity to observe trends and mo- 
tivating forces in both medicine and politics, 
he should attempt to elaborate suggestions 
designed to increase the effectiveness and the 
usefulness of the organization. 

Few will deny that the practice of medi- 
cine as it existed in this country between 
the years 1880 and 1934 was the most effi- 
cient and beneficent social instrument in 
the history of : mankind, outside of the 
Church. Our predecessors proclaimed their 
profession with humility of purpose but with 
pride of calling. We are prone to identify our- 
selves as doctors of medicine with a note 
of defiance. Can it be that those who follow 
will admit with embarrassment that they 
are physicians? 

Intellectual freedom and the direct respon- 
sibility of doctor to patient were the prime 
characteristics of the “Golden Age of Medi- 
cine.” The desire to succeed is as laudable 
and as understandable an incentive for the 
physician as for any other human being. 
But for him success is measured least in 
terms of material things, more in the respect 
of his colleagues, and most by his stature in 
his community. As long as he knows that 
his welfare is dependent upon pleasing his 
patients, all is well. The moment he becomes 


i Delivered at the President's Dinner, Medical Society of the 
State of North Carolina, Pinehurst, May 2, 1950, 


conscious of the fact that success comes from 
pleasing a corporation, a board, a director 
or a bureaucrat, his professional retrogres- 
sion begins. 

The science of medicine has kept pace with 
a general advance in knowledge, but the art 
of medicine shows signs of a deterioration 
which is alarming to those doctors who yearn 
for the ultimate in service to mankind. The 
threat of lay control, the danger of govern- 
mental interference, and lack of professional 
vigilance are all factors contributing to this 
decline. 

The Threat of Lay Control 

Throughout the land there is a persistent 
attempt on the part of those outside the 
profession to use the practice of medicine 
as a source of income for lay institutions and 
as a means to authority for men who have 
never taken the oath of Hippocrates. The 
drive by lay groups to capitalize upon the 
professional efforts of physicians must be 
resisted by every resource at our command. 
Otherwise, it will destroy our medical liberty 
as surely as some devilish scheme concocted 
in a dark corner in the city of Washington. 


Danger of Government Interference 

In this country of ours the adherents of 
two opposing ideologies are arrayed against 
each other. One believes that the welfare of 
the individual is paramount and that the 
state should exist only to protect the safety, 
the property, and the liberty of its citizens. 
Such is the Christian concept, the truly dem- 
ocratic idea, the firm belief of the Medical 
Society of the State of North Carolina. The 
other holds that the welfare of the individual 
must be sacrificed upon the altar of statism. 
This is devastating socialism and the poli- 
tical objective of those bureaucrats who 
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would ride to power by using the bait of 
“Something for nothing” or “More for less,” 
and who attempt to capitalize upon the cu- 
pidity and the stupidity of those who do not 
have the capacity to think for themselves. 

We must not be deceived. The conflict is 
not about medical care, but is over the social- 
ization of this nation. Medicine is our most 
intimate concern, but it represents only one 
small sector of the battle to preserve our 
freedom. It is absurd to speak of creating a 
“welfare state” and leaving medicine free, or 
of socializing medicine and preserving our 
constitutional democracy. 


The effort to enact a compulsory health 
insurance law has been temporarily replaced 
by an attempt to subjugate medicine step by 
step. If the Administration should be suc- 
cessful in securing control of hospitals, nur- 
ses’ training, and medical education; if it 
should be able to foist upon us governmental 
medical care for all school children and sick- 
ness benefits under social security; if the 
federal public health program should be ex- 
panded to include chronic degenerative dis- 
eases, we would have socialized medicine as 
truly as if it had fallen upon us as one great 
catastrophe. The avowed aim of each of these 
moves is so very worthy as to make opposi- 
tion difficult. And yet, as parts of a scheme, 
they would certainly bring disaster in the 
form of centralized control. 


Lack of Professional Vigilance 

Those who arranged the program for this 
meeting were impressed with the urgent ne- 
cessity of further informing North Carolina 
physicians as to the non-scientific problems 
which face the Society. Guest speakers will 
discuss more fully corporate practice and the 
operations of governmental medicine here 
and in other countries. I would say to you 
that, beset as we are by destructive forces 
from without, I fear our internal weaknesses 
even more. Tenaciously we cling to the privi- 
leges and immunities which were achieved 
with the degree of Doctor of Medicine, but 
more and more we evade the responsibilities 
pertaining thereto. 

Tradition, pride of accomplishment, and, 
above all, love of humanity demand that we 
make the welfare of those we serve our first 
consideration. It is our responsibility to pro- 
vide the people of North Carolina with the 
best that science can afford, and to do so 
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with willingness, with kindness, and with 
due regard for ability to pay. Constant prac- 
tice of the virtues of our medical forebears 
would certainly bring the satisfaction of 
work well done and would create simultane- 
ously the best of all defenses against social- 
ism—a satisfied and loyal public. 

Medicine today is made vulnerable by a 
lack of awareness and by a willingness to 
compromise. It is amazing how many doctors 
fail to recognize the danger, not only from 
government, but from a diminishing public 
esteem. In his book, COMPULSORY MEDICAL 
CARE AND THE WELFARE STATE, Dr. Melchior 
Palyi says: 

“The source of greatest weakness in the doctors 
position is the fact of their readiness to compromise. 
A minority of them actually advocates compulsion, 
and even the majority is willing to cooperate, if 
only on its own terms. That makes them suspect, of 
course, Instead of taking the position of principle, 
they argue about technicalities and honoraria, over- 
looking the public reaction.” 

“The moral of this story is that in the final analy- 
sis the doctors can blame themselves if they lose 
out—if their incomes are reduced at once by 25% 
on the average, as under Bevan, and their profes- 
sional standards lowered in an unmeasurable fashion 
—just as a nation can blame itself if it foregoes its 
liberties, be it by submitting to intimidation or by 
letting itself be bribed into ‘collaboration’.” 

Many doctors do not vote. Many do not 
even register. Either medicine must enter 
politics or politics will enter and destroy 
medicine. This is not just another election 
year. This is almost certainly the year in 
which socialism will receive a mandate of ap- 
proval or a rebuff which will determine the 
course of our civilization. Lack of percep- 
tion, indifference, and selfishness can de- 
stroy our professional greatness with the 
same certainty as would lay or state control. 

Liberty is priceless. It requires daring to 
preserve it. In the struggle one must dare 
the risk of being wrong. 

North Carolina medicine, inspired by an 
ideal of service, would be safe in the hearts 
of the people. North Carolina doctors, in- 
formed and uncompromising, could exercise 
an unbelievable influence in determining the 
political course of this state and this nation. 


We should recognize that there is no defense 
against the atomic bomb. There is no defense against 
ordinary bombs, for that matter, as the cities of 
Europe clearly attest. The old cliche that there is 
always a defense to every weapon of offense should 
be revised to read “there is an attempted defense 
to every weapon of offense.”—E. U. Condon: Science 
and Security, Science 107:665 (June 25) 1948. 
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MALIGNANT DISEASE OF THE 
STOMACH: POSSIBLE METHODS OF 
INCREASING THE NUMBER OF 
FIVE-YEAR CURES 


Analysis of Fifty-Seven Cases 


WALTER W. VAUGHAN, M.D. 
and 
THOMAS WORTH CROWELL, M.D. 
DURHAM 


Carcinoma of the stomach constitutes one 
of the greatest problems in the field of ma- 
lignant disease at the present time. Autopsy 
figures indicate that 6 per cent of all deaths 
in men over 20 years of age are due to gas- 
tric cancer, and that this incidence increases 
to 9 per cent between the ages of 50 and 
70. Statistics for women are somewhat 
lower. Pack and Livingston) believe that 
more deaths result from cancer of the stom- 
ach than from all malignant tumors of the 
lip, tongue, cheek. tonsil, pharynx. larynx, 
salivary glands, thyroid, male and female 
breast, ovary, uterine cervix, and corpus uteri 
combined. 

The prognosis in gastric carcinoma is ex- 
tremely poor. Cooper™ has stated that the 
intensive efforts of the medical profession 
in the treatment of cancer of the stomach 
have met with more discouraging results than 
in any other malignancy, and that it is un- 
usual for a physician to witness a cure. The 
incidence of five-vear survivals varies from 
2 to 8 per cent"). Boyce analyzed 1921 
cases of carcinoma of the stomach from the 
Charity Hospital of Louisiana in New Or- 
leans, and found that only 10 out of every 
30 cases could be operated on, and only 2 of 
the 10 submitted to gastrectomy; only one 
of the two left the hospital alive. Although 
statistics from various clinics present much 
more optimistic data, it is probable that the 
figures given by Boyce are more nearly ac- 
curate for the over-all picture in gastric car- 
cinoma. 

From the Departments of Radiology and Surgery, Watts 
Hospital, Durham, North Carolina. 


Read before the Section on Radiology. Medical Society of 
the State of North Carolina, Pinehurst, May 10, 1949. 
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The purpose of this study is to evaluate 
some of the factors contributing to this poor 
prognosis, and to suggest remedial measures, 


The Importance of Early Diagnosis 

Early diagnosis of gastric cancer holds the 
key to improved prognosis. However, the in- 
sidious onset of symptoms in 65 to 75 per 
cent of the cases makes early diagnosis ex- 
tremely difficult, and the majority of the 
patients in this group are admitted to the 
hospital presenting the classical syndrome of 
emaciation, starvation, dehydration, and tox- 
emia. In such cases only symptomatic treat- 
ment is indicated. In the remaining 25 to 35 
per cent, the prognosis is much more hopeful. 
These patients present symptoms fairly typ- 
ical of benign peptic ulcer which, not in- 
frequently, extend over several months or 
years, as is demonstrated in table 6 and case 
1. All radiologists are familiar with the dan- 
ger of treating any patient with chronic in- 
digestion without performing the studies 
necessary to determine the cause. If the in- 
itial examinations are negative and the pa- 
tient fails to respond to a medical regimen, 
the studies should be repeated in four to six 
weeks. The importance of repeat examina- 
tions in patients with chronic indigestion, as 
well as in patients with supposedly benign 
gastric ulcers, cannot be overemphasized. We 
believe that cancer of the stomach rarely de- 
velops in a normal gastric mucosa. 

Public interest in the problem of cancer 
has been greatly stimulated during the past 
several years, and the question of mass sur- 
veys to discover gastric cancers has received 
enthusiastic consideration. The practicability 
of conducting mass surveys by photofluoro- 
graphic means is being investigated at the 
present time”. A preliminary report on such 
a survey in North Carolina will be made ap- 
proximately one year hence. 


Analysis of Cases 

During the past ten years 57 patients with 
malignant disease of the stomach have been 
admitted to Watts Hospital. The term “ma- 
lignant disease” is used in preference to “‘car- 
cinoma,” since 4 of these lesions were lym- 
phomas. This is a relatively small series. 
However, an analysis of it should be of in- 
terest to physicians, inasmuch as the major- 
ity of these patients came from small com- 
5. Roach, J. F., Sloan, R. D., and Morgan, R. H_.: Detection 


of Gastric ‘Carcinoma by Photofluorographic Methods, 
Am. J. Roentgenology 61:183-194 (Feb.) 1949. 


Table 1 
Age and Sex Distribution 
Males Females Total 
No. cases 33 (58%) 24 (42%) 57 
Youngest patient 37 35 
Average age 61.7 61.2 


munities and are considered representative 
of the type of patient being seen in general 
practice. 

Table 1 shows the age and sex distribution 
of the cases included in this report. Larger 
series in the literature generally indicate a 
higher portion of male patients, in a ratio 
of 2 to 1 or 3 to 1. The age distribution of 
these patients is average. Carcinoma of the 
stomach under the age of 40 is uncommon. 


Table 2 
Duration of Symptoms at the Time of Admission 
No. Cases Per Cent 


No symptoms 1 1.5 
Less than 1 month 4 7.0 
1 to 6 months 21 37.0 
6 to 12 months 9 15.8 
1 to 2 years 9 15.8 
2 to 3 years 5 8.7 

8 14.0 


3 years or longer 


Table 3 


Incidence of More Common Symptoms Associated 
with Gastric Malignancy 


Symptom No. Cases Per Cent 
Anorexia 50 88 
Nausea 40 70 
Vomiting 36 63 
Symptoms 


Table 2 indicates the duration of symptoms 
at the time of admission. It is significant 
that approximately half of the patients had 
symptoms of less than six months’ duration, 
and 38.5 per cent had had symptoms for one 
to five years. It will be shown later that 
there is very little correlation between the 
duration of symptoms and the extent of the 
disease. 

Table 3 shows the incidence of some of the 
more common symptoms associated with can- 
cer of the stomach. Anorexia is by far the 
most prevalent, and has come to be regarded 
as the earliest symptom of gastric carcino- 
ma. Nausea and vomiting generally occur 
somewhat later in the course of the illness, 
and often are an indication of obstruction 
However, both may be present when there 
is no obstruction, as is indicated in case 2. 

The incidence and location of the symptom 
of pain are indicated in table 4. Approxi- 
mately a fourth of the patients, including 
some of those with far advanced disease, had 
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Table 4 
Incidence and Distribution of Pain 


Location No. Cases Per Cent 
None 14 24.6 
Back 2* 3.5 
Epigastric 35 61.5 
Substernal 8 14.0 
Abdominal 10 17.8 
*One patient had spinal metastases. 
Table 5 
Indigestion and Heartburn* 

No. Cases Per Cent 
Negative 9 15.8 
Positive 48 84.2 
*Any form of indigestion, gaseous distention, heartburn, feel- 


ing of excessive fullness, or epigastric distress, 


Table 6 
Incidence of Ulcer Symptoms 


10 cases (17.8 per cent) had typical ulcer symp- 
toms at the time of admis- 
sion. 

6 cases ( 8.9 per cent) had a history of typical 
ulcer symptoms, the char- 
acter of which had 
changed. 


no pain; when present, it was most often lo- 
cated in the epigastrium. The very low in- 
cidence of back pain is perhaps of signifi- 
cance, since this has been a point in the dif- 
ferential diagnosis of pancreatic disease. 

The fact that 84 per cent of these patients 
had a history of some type of indigestion is 
much less significant than that 16 per cent 
gave no such history (table 5). It is peculiar, 
but unfortunately not too uncommon, to find 
advanced malignant disease of the stomach 
in a patient with essentially no upper abdom- 
inal distress. The only hope for a patient 
with this type of lesion is that an early diag- 
nosis will be made on a routine physical ex- 
amination. 

Approximately 18 per cent of these pa- 
tients complained of typical ulcer symptoms 
at the time of admission (table 6). An addi- 
tional 9 per cent had a previous history of 
ulcer, but no longer obtained relief from 
food or alkalis. In fact, they said that food 
had recently tended to aggravate their symp- 
toms (cases 1 and 2). Gray, Priestley, and 
Walters" reported a series of patients with 
cancer of the stomach, one third of whom had 
typical uleer symptoms. The serious conse- 
quence is that many of these patients have 
been placed on a medical regimen and have 
obtained complete relief of symptoms, so that 
the correct diagnosis is too long delayed. 
6. Walters, W., Gray, H. K., and Priestley, J. T.: Carcinoma 


and Other Malignant Lesions of the Stomach, Philadelphia, 
W_ B. Saunders Co., 1942. 
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Fig. 1 (Case 1). Gross specimen. Note the 
area of ulceration near the pylorus, which meas- 
ured 1.5 cm. in diameter and 1 cm. in depth. 
The adjacent tissue was inflamed and edema- 
tous. The microscopic diagnosis was anaplastic 
carcinoma with edematous gastritis. 


More attention must be devoted to this group 
of patients presenting ulcer symptoms in or- 
der to improve our five-year cure rate in 


malignant disease of the stomach. 
Associated findings 

Some of the interesting associated findings 
are outlined in table 7. Nine patients had a 
severe degree of anemia, and one of these 
had pernicious anemia. The incidence of can- 
cer of the stomach in pernicious anemia is 
relatively high—approximately 12 per cent. 
Three of the patients had associated gallblad- 
der disease, the symptoms of which confused 
the clinical picture. Three patients had roent- 
gen evidence of duodenal deformity from an 
old uleer—an incidence of 5.3 per cent, which 
is quite low in comparison with other re- 
ports’. However, 20 per cent had pyloric ob- 
struction which prevented visualization of 
the duodenal bulb at fluoroscopy. The asso- 
ciation of duodenal ulcer with cancer of the 
stomach is more frequent than is commonly 
believed, and too often the attending physi- 
cian is prone to regard a gastric ulcer as 
benign begause an ulcer is also present in 
the duodenum. Another common misconcep- 
tion is that duodenal invasion by cancer in 
the pyloric end of the stomach does not oc- 
cur; such invasion is not at all uncommon, 
7. Smith, F. H., and Jordan, S. M.: Gastric Uleer; A Study 


of 600 Cases, Gastroenterology 11:575-597 (November) 
1948, 


GASTRIC CANCER—VAUGHAN AND CROWELL 


Fig. 2 (Case 2). Gross specimen. Note the area 
of ulceration near the lesser curvature, which 
measured 2.5 cm. in diameter and had an irregu- 
lar and acutely inflamed floor. The margins 
were edematous and indurated. The microscopic 
diagnosis was adenocarcinoma with gastritis. 


Table 7 
Associated Findings 
Finding No. Cases Per Cent 
Anemia of marked degree 9 
Palpable abdominal mass 10 
Gallbladder disease 3 
Duodenal deformity from ulcer 3 


and may produce duodenal deformity simu- 
lating that produced by an ulcer“, 

Unfortunately our clinical and pathologic 
records are not sufficiently complete to de- 
termine the incidence of associated gastritis. 
In the recent cases in which this relationship 
has been studied, gastritis (fig. 1 and 2) 
has been found in approximately 70 per cent. 
In 48 cases of gastric cancer, Schindler and 
Smith® found 10 with normal gastric mu- 
cosa, 8 with superficial gastritis, 25 with 
atrophic gastritis, and 5 with hypertrophic 
gastritis. There is certainly a very definite 
possibility that gastritis is a precursor of 
carcinoma of the stomach (case 2). 
Accessory clinical findings 

Gastric analyses were done in 26 of the 57 
cases of this group, and 12 were found to 
have essentially normal acidity. This find- 
ing is in keeping with the reports of other 
investigators”, and proves that one is not 


& Feldman, M.: Clinical Roentgenology of the Digestive 
Tract, Baltimore, Williams and Wilkins Co., 1948. 

9. Schindler, R. and Smith, William M.: Anacidity and 
Gastritis Associated with Gastric Carcinoma, Am. J. Digest. 
Dis. 9:340-842 (Oct.) 1942, 
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justified in discounting the possibility of car- 
cinoma of the stomach when free acid is 
present. 

Table 8 indicates that the correct roentgen- 
ologic diagnosis was made in 82 per cent of 
the patients who were examined. The diffi- 
culty of distinguishing between benign and 


Table 8 
Roentgen Diagnoses 


Cases 
No. Cases Examined 

Malignant lesion 45 

Benign ulcer 

Equivocal 

Gastritis 

Negative 

Not done 


Table 9 
Gastroscopic Diagnoses 
Per Cent of 
27 Cases in 
Which a 
Satisfactory 
Examination 
Was Done 
Not done 
Unsatisfactory 
Malignant lesion 
Benign ulcer 
Gastritis 
Equivocal 
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malignant ulcers in the stomach (figs. 3 and 
5) is well known. Many experienced radiolo- 
gists feel that in some cases it is absolutely 
impossible. It is equally difficult to distin- 
guish between hypertrophic gastritis and 
certain malignant lesions such as the lymph- 
omas. The limitations of accuracy in roent- 
gen diagnosis should receive careful consid- 
eration in the clinical evaluation of the 
patient. 

Twenty-seven of this group of patients 
were examined by the gastroscope, and the 
correct diagnosis was made in 85.2 per cent 
of these (table 9). Various reports in the lit- 
erature indicate that the accuracy of gas- 
troscopic diagnosis ranges from 70 to 90 per 
cent. The chief difficulty is that certain le- 
sions lie in the so-called blind spots of the 
stomach, where they can not be well visual- 
ized. Whenever the roentgen and gastrosco- 
pic findings are equivocal, the lesion should 
be treated as malignant. 

Operative findings 

In table 10 the extent of the lesion accord- 
ing to our surgical classification is correlated 
with the duration of the symptoms. It is rec- 
ognized that these cases are too few in num- 
ber to be of much statistical significance. 


Table 10 
Surgical Classification of Lesions Correlated with the Duration of Symptoms 


Duration of 
Symptoms No. Cases 


Less than 1 month 5 


1-6 months 6 


(28.6%) 


6-12 months § 0 
1-2 years 
2-3 years 


More than 3 years 


No 
Operation Only 
1 (20%) 0 


4 
(44.6%) 
2 

(40%) 


2 
(25%) 


SURGICAL CLASSIFICATION 


Palliative 
Resection 


Exploration Curative 
1 Resection 


2 2 
(40%) (40%) 


6 2 
(28.6% ) (9.5%) 
2 
(22.3%) 


7 
(33.3% ) 
5 2 

(55.4% ) (22.3%) 
3 

(33.1% ) 

3 

(60% ) 


2 2 
(25%) (25%) 


Table 11 
Survival Data 


Died 
of 

Years Since Admission Cancer 
More than 3 years 33 
2-3 years 4 
1-2 years 4 
Less than, 1 year 5 
TOTAL 46 


Died of 
Other Cause 


Living without Living with 
Evidence of Evidence of 

Cancer Cancer Unknown 
1 —_ 1 1 
1 
3 
5 1 


_ 3 
1 4 


= 

Per Cent 
of 55 

| 
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A. February 15, 1942. 


Fig. 3 (Case 1). A series of roentgenograms 
showing a prepyloric ulcerating lesion followed 
over six years which proved to be adenocarci- 
noma. 


However, there does seem to be relatively lit- 
tle correlation between the duration of symp- 
toms and the extent of disease in malignant 
lesions of the stomach. It is not unusual to 
find a patient whose symptoms are of very 
short duration with a large carcinoma and 
extensive metastases. 

It is impossible to predict the operability 
of a malignant lesion of the stomach on the 
basis of roentgen examination. A report from 
the Mayo Clinic indicates that 50 per cent 
of a series of cases thought to be resectable 
on the basis of the roentgen and clinical ex- 
amination proved to be entirely inoperable. 
On the other hand, 38 per cent of those 
thought to be inoperable or probably inop- 
erable were resected at the time of explora- 
tion. This finding suggests that operation 
should be strongly considered in all patients 
in order that the true extent of the disease 
may be accurately established and the patient 
given every possible chance of cure. 


Survival data 

Table 11 demonstrates the very poor prog- 
nosis of malignant disease of the stomach. 
Nine patients, or 16 per cent of the series, 
are alive, and only 4 patients, or 7.1 per 
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C. February 22, 1949. 


cent, are without evidence of recurrence. As 
has been stated previously, about 25 per cent 
of all patients with cancer of the stomach 
are candidates for a potentially curative re- 
section. Of those on whom resection is per- 
formed, approximately 20 to 25 per cent will 
survive for five years. It is significant to 
note that a number of patients who have a 
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Fig. 4A (Case 1). Photomicrograph of the gas- 
tric lesion (low power magnification). Note the 
irregular, atypical glands in the floor of the 
ulcer. 


palliative resection survive for several years. 
This is especially true in the older age group, 
and many surgeons are adopting the prac- 
tice of performing palliative resection except 
in the most advanced cases where it is tech- 
nically hazardous. Palliative resection often 


makes the terminal course of the disease less 
painful. 

Case Reports 
Case 1 

This white woman was first admitted to the hos- 
pital on December 13, 1942, when she was 55 years 
old. Her chief complaints of postprandial pain and 
vomiting had been present for one month. These 
symptoms were relieved by aikalis. The patient 
stated that she had experienced similar, but less 
severe, symptoms during the past five or six years. 
With the present episode there had been moderate 
weight loss. 

Roentgen examination of the stomach showed a 
filling defect in the prepyloric region, with an 
area of ulceration (fig. 3A). Gastroscopic examina- 
tion revealed a sharply demarcated, elliptical ulcer, 
measuring approximately 1 by 6 cm. in diameter, 
on the posterior wall in the prepyloric region near 
the lesser curvature. Marked edema of the adjacent 
mucosa, and hypertrophic gastritis were present. The 
gastroscopist’s impression was benign prepyloric ul- 
cer with associated edematous hypertrophic gastri- 
tis. A gastric analysis on this admission showed 69 
units of total acid and 32 of free hydrochloric. 


The next admission, on February 11, 1948, was 
occasioned by an episode of nausea and vomiting. 
The patient had been under treatment by her phy- 
sician in the interim and had been relatively com- 
fortable on a modified ulcer regimen. Re-examina- 
tion of the stomach by the roentgenogram again 
showed a prepyloric filling defect with a question- 
able area of ulceration (fig. 3B). Gastroscopy and 
surgical consultation were refused by the patient. 
She was discharged slightly improved. 
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rig. 4% (Uase 1), power magninicauon. 
Note the malignant glands lined by irregular, 
hyperchromatic cells. 


On February 19, 1949, the patient was again ad- 
mitted to the hospital complaining of a progression 
of the symptoms of pain, nausea, and vomiting. The 
pain was refractory to both food and alkali. A third 
roentgen examination of the stomach again showed 
a prepyloric filling defect with an area of ulcera- 
tion (fig. 3c). Gastric analysis showed 10 units of 
total acid and no free hydrochloric. 

A subtotal gastrectomy was done. The patholo- 
gist described an ulcer near the pylorus measuring 
1.5 cm. in diameter and 1 em. in depth, with ad- 
jacent edematous gastritis (fig. 1). Histologic stud- 
ies revealed a highly malignant adenocarcinoma 
(fig. 4). 

Comment 

It is improbable that the primary ulcer 
demonstrated in the prepyloric region in De- 
cember, 1942, could have had the malignant 
characteristics found in the specimen re- 
sected in February, 1949 — more than six 
years later. Nevertheless, the malignant ul- 
cer was in the same area. The most likely 
explanation is that a carcinoma developed 
in a benign ulcer. It is interesting to note the 
change in symptoms during the few months 
prior to operation, and the absence of free 
hydrochloric acid. 

Case 2 

A 48 year old white man was admitted to the 
hospital on March 28, 1949. His chief complaint 
on admission was epigastric pain with a bloating 
sensation that had become progressively worse dur- 
ing the past eight weeks; the patient stated that 
he had had gaseous indigestion with epigastric dis- 
comfort during the past two and one-half years, 
and that approximately two years previously he 
had vomited a moderate amount of blood. His indi- 
gestion had always been relieved by food and alkalis 
until the past eight weeks, during which time food 
had increased the pain. During the past two weeks 
the patient had had severe nausea, and had vomited 
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a few times. He had lost 20 to 30 pounds in weight. 

Roentgen examination of the stomach revealed a 
large area of ulceration on the posterior wall near 
the lesser curvature in the pars media (fig. 5). This 
was thought to be malignant. Gastric analysis 
showed 74 degrees of total acid and 43 of free hy- 
drochloric. 

A subtotal gastric resection was done. The speci- 
men showed an area of ulceration measuring 2.5 
cm. in diameter, with adjacent hypertrophic gastritis 
(fig. 2). Microscopic section revealed an adenocar- 
cinoma (fig. 6). 


Fig. 5 (Case 2). Ulcerating lesion in the pars 
media of the stomach on the lesser curvature, 
which roentgenologically might be either benign 
or malignant. 


Fig. 6A (Case 2). Photomicrograph of the gas- 
trie lesion (low power magnification). Note the 
numerous small, irregular glands adjacent to 
the ulcer, with some invasion of the muscularis 
mucosa. There is extensive chronic inflamma- 
tion in the submucosa. 
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Comment 

This patient gave a history of chronic in- 
digestion of more than two years’ duration, 
with hematemesis approximately two years 
prior to hospitalization. During the eight 
weeks before his admission there had been 
a rather marked change in the type of indi- 
gestion, and it was no longer relieved by al- 
kalis and food. Nausea and vomiting devel- 
oped in spite of the fact that this lesion was 
in the pars media of the stomach and pro- 
duced no obstruction. 


Although this patient had had no examina- 
tion of the upper gastrointestinal tract prior 
to the onset of his present illness, it is prob- 
able that either a benign gastric ulcer or a 
gastritis was present at the time of the onset 
of his initial symptoms, two years prior to 
hospitalization. 

Discussion 

Statistics from the United States Depart- 
ment of Public Health indicate that there 
were 156,000 deaths from cancer in 1940, 
and it is predicted that there will be 203,000 
deaths in 1950 and 270,000 in 1970. It is also 
predicted that by 1980 approximately 40 per 
cent of this country’s population will be more 
than 45 years of age), This trend toward 
an older average age of the general popula- 


10. Maimon, S. N. and Palmer, W. L.: Gastric Carcinoma: 
Incidence and Diagnostic Procedures, Surg, Gynec. & 
Obst. 88:572-574 (Nov.) 1946. 


Fig. 6B (Case 2). High power magnification. 
There are small malignant glands lined by ir- 
regular cells with nuclei varying in size, some 
showing hyperchromatism. 
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tion is the principal factor responsible for 
the increasing incidence of malignant dis- 
ease. It is obvious, therefore, that cancer will 
continue to become increasingly important 
as a public health problem. The ultimate so- 
lution will come only with success in the bi- 
ologic investigations relative to the cause of 
cancer. Until such success has been attained, 
we must continue to concentrate on early di- 
agnosis. So far as the problem of gastric 
carcinoma is concerned, we feel that the 
greatest promise lies in the early diagnosis 
and curative treatment of that group of 25- 
35 per cent of the cases with symptoms sim- 
ulating benign ulcers. 

The danger of treating patients with 
chronic indigestion and ulcer-like symptoms 
without establishing an accurate diagnosis 
cannot be overemphasized, nor can the im- 
portance of repeat examinations in such pa- 
tients, regardless of whether an ulcerating 
gastric lesion has been demonstrated. Any 
patient who has had a gastric ulcer should 
have a roentgenologic examination every six 
months for at least five years, and annually 
thereafter. The incidence of carcinoma de- 
veloping in or in conjunction with a benign 
gastric ulcer is still not certain, but it is 
probably much greater than that found in 
the general population (case 1, fig. 1, 3, 4). 
The patient with chronic indigestion without 
demonstrable cause should also have a rou- 
tine schedule of check-up examinations, as 
well as all patients with pernicious anemia 
or other diseases in which the incidence of 
gastric carcinoma is known to be high. 

Although our present knowledge relative 
to the etiology and treatment of gastric can- 
cer is limited, we feel that the percentage of 
five-year cures can be greatly improved if 
the attending physician will suspect cancer 
of the stomach in each patient with ulcer-like 
symptoms and chronic indigestion until the 
correct diagnosis has been made. 

By application of the slogan of the Ameri- 
can Cancer Society—“Early Suspicion, Ac- 
curate Diagnosis, Effective Treatment”—the 
mortality from malignant disease of the 
stomach can be greatly reduced. 


Summary and Conclusions 
1. The signs, symptoms, and physical find- 
ings in 57 cases of malignant disease of 
the stomach are presented, as well as the 
roentgenologic, gastroscopic, and opera- 
tive findings in the cases in which these 
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procedures were done. 

. There has been no significant improve- 
ment in the prognosis of gastric carcino- 
ma during the past twenty-five years. The 
over-all five-year survival rate is prob- 
ably less than 5 per cent. 

. The importance of repeat examinations 
for patients with chronic gastric ulcer or 
chronic indigestion is emphasized. 

. Twenty-five to thirty-five per cent of all 
patients with carcinoma of the stomach 
present a classical history of benign pep- 
tic ulcer. 

. The incidence of carcinoma seems to be 
greater in patients with chronic peptic ul- 
cer or chronic gastritis than in the gen- 
eral population. 

. The prognosis in carcinoma of the stom- 
ach can be improved by more accurate di- 
agnosis in the patient with chronic indi- 
gestion. 


AMEBIASIS IN INFANTS AND YOUNG 
CHILDREN 


LEON J. TAUBENHAUS, M.D. 
SHALLOTTE 
Incidence 


According to Craig’, the majority of 
amebic infections occur in patients over 20 
years of age. He feels that the lower inci- 
dence of the disease in children is due, not 
to immunity, but to the fact that they have 
had less time to acquire the infection. A 
case of amebiasis in a 3 months old infant 
has been recorded by Biggam"). 


Reports from different localities on the 
incidence of amebiasis in infants and chil- 
dren vary widely (tables 1) and 2"). Man- 
son-Bahr® has never seen a case in a Euro- 
pean child under the age of 5. He attributes 
this fact in part to the care usually exercised 
by the parents in guarding against the source 
of infection. 

During the past year spent in general prac- 
tice in Brunswick County, North Carolina, 
I have seen 12 cases of amebiasis. Three of 


1. Craig, C, F.: The Etiology, Diagnosis, and Treatment of 
Amebiasis, Baltimore, Williams & Wilkins, 1944. 

2. Manson-Bahr, P.: The Dysenteric Disorders, ed. 2, Balti- 
more, Williams & Wilkins, 1943. 

3. Shrapnel, B. C., Johnson, C. M., and Sandground, J. H.: 
Oral Emetine in Treatment of Intestinal Amebiasis, Am. 
J. Trop. Med, 26:293-310 (May) 1946. 

. Beltran, E. and Larenas, M. R.: Investigacion de proto- 
zoarios en materias fecales de ninos con “diarrea,” Rev. 
d. Inst. salub, y enferm. trop. (Mexico) 5:23-30 (March) 
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Table 1 
Incidence of Childhood Cases in Studies of Amebic Dysentery 


Size of Age 


Series Limits of 
(Cases of Childhood 


Author Location 
Meleny Rural 

and Tennessee 
Milam‘) 


Shrapnel, Panama 
Johnson, 

and 

Sandground®) 

Manson- Europe 
Bahr‘?) 


these patients were children—an incidence 
of 25 per cent. Thirty-eight cases of diarrhea 
not associated with respiratory infections 
were seen in children below the age of 10. 
Of these, 3 cases — approximately 7.6 per 
cent—were due to amebic infestation. 


Diagnosis by Proctoscopic Examination 

The diagnosis of amebiasis depends on 
finding the causative organism. In the ab- 
sence of adequate facilities, examination of 
the feces is often unsatisfactory, and a neg- 
ative stool examination does not rule out 
the disease. Proctoscopy offers a simple, easy 
method of diagnosis. The adult sized procto- 
scope should be used. The narrow-gauge 
child’s scope gives a smaller range of visi- 
bility and is difficult to handle. When one 
recalls the diameter of an infant’s or child’s 
stool, it is easy to see why an adult sized 
scope, properly lubricated, can be passed 
without difficulty. 

For examination the child may be placed 
in the Sims position, or prone on the table 
with its legs hanging off the edge. After a 
gentle digital examination to relax the 
sphincter, the scope is passed. Once it is be- 
yond the sphincter, the obturator is removed 


Amebiasis) Cases 


0-5 years 
5-9 years 


257 Below 0.9 


10 years 

and the scope is passed under direct vision. 
Any ulcerative lesion seen in front of the 
scope should be aspirated or scraped, and 
the specimen should be placed in a saline 
preparation to be examined for trophozoites, 
or mixed with half strength Lugol’s solution 
to be examined for cysts. 


Case Reports 
Case 1(5) 

This 3 year old white boy had been sick for three 
months, with abdominal pain, fever, and a bloody 
diarrhea. During this period he had had two rectal 
prolapses and had been seen by several physicians, 
all of whom advised operation for the prolapse 
and ignored the bloody diarrhea. Proctoscopic ex- 
amination revealed the rectum to be filled with a 
mucopurulent, blood-flecked discharge. The rectal 
mucosa was studded with numerous small, under- 
mined ulcers. The area of ulcerations extended from 
the origin of the rectal mucosa into the sigmoid, 
beyond the range of vision of the proctoscope. Scrap- 
ings of the ulcers and specimens of the discharge 
en many trophozoites of Endamoeba histoly- 
tica. 

Treatment consisted of one tablet of Diodoquin 
three times a day for three weeks. Symptomatic 
improvement was rapid. At the end of the course 
of treatment, proctoscopic examination showed al- 
most complete healing. There was an occasional 


5. This case, which was seen by the author in an- 
other locality, is presented for its clinical interest, 
but is not included in the statistics quoted. 


Table 2 
Incidence of Amebiasis as the Causative Factor in 


Cases of Childhood and Infantile Diarrhea 


Size of Series 


Percentage 


Author 
Pardena‘) 
Andrews‘) 


Perry and 
Bensted‘?) 


Willetts?) 
Beltram‘) 


Location 
Argentina 
Mexico 


Cairo 


Philippines 
Mexico City 


(Cases of of Cases Due to 


Diarrhea) Amebiasis 
505 20.0 
16.6 


0- 6 months 
6-12 months 
1- 2 years 
3- 6 years 


237 
of Cases in (% 
Children 
|| 312 
31.2 
i 
7 years 
|| 
1500 0.3 | 
0.5 
16.0 
17.0 


238 NORTH CAROLINA 


granular spot marking the site of a large ulcer. 
Scrapings of these areas were negative. After a week 
of rest the patient was given a second course of 
Diodoquin, and then discharged in good health. 
Case 2 

This 2% year old white girl, who had previously 
been in good health, refused to eat supper one eve- 
ning, and that night passed two loose, mucoid, 
bloody stools. Proctoscopy revealed the rectum to 
be studded with many small ulcers, scrapings of 
which were positive for E. histolytica. 

Treatment consisted of two tablets of Diodoquin 
three times a day for three weeks. Improvement was 
rapid. This child has been followed for one year 
and has had no recurrence. 

Case 3 

This white male infant, aged 20 months, had had 
recurrent attacks of diarrhea and fever for three 
months. Each attack responded well to symptomatic 
treatment, but on one occasion blood was found in 
the stool. Proctoscopic examination revealed many 
small ulcers on the rectal mucosa, and scrapings 
of these contained trophozoites and cysts of E. 
histolytica. 

Treatment consisted of two tablets of Diodoquin 
three times a day. Clinical improvement was rapid, 
and the patient has had no recurrence during the 
past seven months. 

Case 4 

This colored female, aged 5% months, had been 
treated for simple diarrhea six weeks previously. 
The mother then began to have diarrhea, and was 
hospitalized and treated for amebic dysentery. On 
her return from the hospital, she found the child 
to be suffering with a severe bloody diarrhea. Proc- 
toscopy revealed the rectal mucosa to be inflamed 
and studded with small ulcers, scrapings of which 
contained E. histolytica. Diodoquin in doses of two 
tablets three times a day was prescribed, and be- 
cause of the inflamed mucosa an insoluble sulfona- 
— was also given, to be administered every four 

ours. 

Two days later the patient returned critically ill, 
having vomited continually during this interval. Ex- 
treme dehydration was present, and the child was 
immediately hospitalized. Treatment consisted of a 
daily hypodermic injection of emetine hydrochloride 
(1/15 grain), streptomycin given orally, and fluid 
replacement by hypodermoclysis and transfusion. 
After two days in the hospital her condition im- 
proved, and Diodoquin was resumed. Vomiting im- 
mediately recurred. Diodoquin was again discontin- 
ued and vomiting ceased. 

Because of an unexplained elevation of tempera- 
ture fluoroscopic examination was done, and a slight 
bulge was noted at the apex of the right lobe of 
the liver. This was considered to be a subsiding 
amebic involvement. Emetine was continued for ten 
days, and the baby was then discharged as well. 
She has been followed for six months and has had 
no recurrence. 

Comment 


All of these patients had a bloody diarrhea. 
However, case 8 illustrates the fact that ame- 
bic diarrhea may occur at times without 
blood. It is my practice to perform a proc- 
toscopic examination on every child who 
gives a history of bloody or recurrent attacks 
of diarrhea. I have never seen a case of 
asymptomatic amebiasis in a child, but such 
cases probably do exist. 
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Treatment 

Adequate therapy with any of the accepted 
amebacides should be effective. It appears 
that children respond more favorably to 
treatment than do adults—possibly because 
children have harbored the infection for a 
shorter period of time and the amebae are 
therefore less securely entrenched in the host. 
I consider diiodo-hydroxyquinolin (Diodo- 
quin) as the drug of choice for the treatment 
of amebiasis in children. This product is rel- 
atively non-toxic and non-absorbable. For 
this reason it can be given to children in 
larger doses than a more absorbable or toxic 
amebacide. Sensitivity to the drug can occur, 
as it did in case 4. In this case emetine was 
substituted. 

In most cases of amebiasis proctoscopy 
reveals a normal rectal mucosa between the 
ulcers. Inflammation of the intervening mu- 
cosa is usually due to a secondary pathogen 
other than the ameba. In such cases it is 
advisable to give an insoluble sulfonamide or 
streptomycin in addition to the amebacide. 
Combatting the secondary bowel infection 
in this manner enhances the effectiveness of 
the specific amebacide. 


Summary 

1. Amebiasis does occur in children. Dur- 
ing a one year period 25 per cent of the cases 
of amebiasis seen by a general practitioner 
in Brunswick County, North Carolina, oc- 
curred in young children. During this same. 
period 7.6 per cent of the cases of enteric 
diarrhea seen in children could be attributed 
to amebiasis. 

2. In the absence of adequate facilities for 
stool examination, proctoscopy offers a sim- 
ple and quick means of diagnosis. The tech- 
nique of proctoscopic diagnosis is described. 

8. Four cases of amebiasis in infants and 
young children are presented. 

4. Diiodo-hydroxyquinoline 


(Diodoquin) 
is the amebacide preferred for children. Be- 
ing relatively non-absorbable and non-toxic, 
it can be given in larger proportionate doses. 


Bowel wash-outs or colon lavage .. . are the stock- 
in-trade for the treatment of mucous colitis at many 
fashionable clinics and spas . . . That they have their 
uses | will not deny, but there is no doubt in my 
mind that they usually do more harm than good if 
only because they tend to make the patient more 
bowel conscious than he already is. The habit once 
formed is very difficult to break, and serves to stress 
the importance of anxiety and worry in the aetiology 
of diarrhoea.—W. Lindsay Lamb: The Investigation 
of Chronic Diarrhoea in Adults, Edinburgh M. J. 
55:206 (April) 1948. 
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CONGENITAL TUBERCULOSIS 


Report of a Case and Review of the 
Literature 


JOHN R. BurRGEssS, JR., M.D. 
LEXINGTON, KENTUCKY 


As late as 1927, Scheer’) reported that 5 
per cent of the cases of tuberculosis in in- 
fancy were congenital in origin. It has be- 
come apparent, however, that this figure is 
much too high, and that early postpartum 
contact infection was responsible for many 
of the reported cases of congenital tubercu- 
losis. 

There have been various theories as to the 
source of tuberculous infection in infancy”. 
One of the earlier concepts was that of a 
germinal transmission via ovum or sperma- 
tozoon. This concept has been criticized 
widely, since tuberculous infection of either 
would presumably lead to early fetal death. 
However, it has been demonstrated in experi- 
mental animals®) that the male may transmit 
the disease to the fetus. When tubercle ba- 
cilli are injected into the vas of rabbits and 
mating takes place within four to six days, 
tuberculous embryos are produced in non-in- 
fected females within seven days. Whitman 
and Greene”) described two patients with tu- 
berculosis of infancy who had healthy moth- 
ers and infected fathers. There apparently 
was limited postpartum contact with the 
fathers or with any other known tuberculous 
patients. Loewenstein“, however, in his re- 
view of the literature, found no authenticated 
cases of germinal transmission. 

Hippocrates apparently believed that all 
cases of tuberculosis were inherited, and it 
was not until recent years that this concept 
was completely abandoned. Rich) reported 
Debres’ experiences with 1,369 children of 
tuberculous mothers who were separated 
from their parents at birth. After four years 
3 From the Departments of Pediatrics and Pathology, Duke 
University School of Medicine and Duke Hospital, Durham, 
North Carolina, 

1. Scheer, K.:  Beitriige zur kongenitalen Tuberkulose, 
Monatschr, f. Kinderh. 36:285-800, 1927; cited by Struth- 
ers and Mitchell(7). 

2. Whitman, R, C. and Greene, L. W.: Disseminated Miliary 
Tuberculosis in Still-Born Fetus, Arch. Int. Med. 29:261- 

8. : Experimenteile Beitriige zur Frage 
kongenitaler kongeni- 
taler Tuberkulose, Virchows Arch. f. path. Anat. 181 :150- 

E.: Congenital Tuberculosis; Its Clinical 
Rev. Tuberc. 51:225-230 (March) 1945. 


5 .: The Pathogenesis of Tuberculosis, Spring- 
field, Illinois, Charles C. Thomas, 1944. 
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only 12 of these children had positive tuber- 
culin reactions, and in all these cases breaks 
had occurred in the routine. This report sup- 
ported the present day concept that tuber- 
culosis is transmitted by direct contact. 

However, a relatively small percentage of 
the cases of tuberculosis in infancy are con- 
genital in origin. In these cases infection 
occurs in one of two ways: (1) from tear- 
ing of a placental tubercle, the organisms 
passing via the umbilical vein to the fetal 
liver, which becomes the primary site of dis- 
ease; or (2) by ingestion into the gastroin- 
testinal tract or aspiration into the lungs of 
bacilli from infected amniotic fluid, with re- 
sultant primary infection at these sites. 

Rich is of the opinion that the relative 
rarity of fetal tuberculosis is due to the resis- 
tance of the fetus to the bacilli. It is known 
that iso-immune bodies are present in the 
maternal blood stream and may be passed 
across the placental barrier. Since antibodies 
bear a great similarity to the immune bodies 
which might be produced by the infant, they 
will not be eliminated rapidly by the fetus. 
Therefore, some authorities believe that a 
partial immunity may exist for years which 
does not destroy the bacilli, but merely holds 
them in check. 

Vorwald®, in investigating the resistance 
of the fetal guinea pig to bacilli injected di- 
rectly into the fetus in utero, thought that 
the resistance was due, at least in part, to 
the low oxygen tension of the fetal blood. 
Rich used this theory to explain the predom- 
inance of pulmonary lesions in infants dying 
of tuberculosis a few months after birth. In 
stillborn infants with tuberculous infection, 
the lesions are predominantly hepatic, while 
children a month or two old usually show 
more evidence of pulmonary infection. Rich 
attributes this finding to the fact that in ex- 
trauterine life the blood supply to the liver 
is mostly venous and the oxygen supply to 
the sinusoids is decreased by the high oxygen 
consumption of the liver cells. Thus, by the 
time of death, the pulmonary lesions have 
developed to a greater degree than the hepa- 
tic ones. 

The first authentic case of congenital tu- 
berculosis was reported by Schmurl and 
Birch-Herschfeld in 1891. Since then sev- 


6. Vorwald, A. J.: Experimental Tuberculous Infection in 
Guinea Pig Foetus Compared with That in Adult, Am. 
Rev. Tuberc. 85:260-275 (Feb.) 1987. 

7. Struthers, R. R. and Mitchell, H. G.: Congenital Tuber- 
= Report of Case, Canad. M.A.J. 21:297-800 (Sept.) 
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eral other reviews of the literature and case 
reports have been published". 

Siegel” analyzed 38 cases that he col- 
lected from the literature. He found that 
the organs predominantly involved were, in 
order of frequency, the lungs, liver, spleen, 
gastrointestinal tract, and kidneys. The brain 
and meninges were involved in only 3 in- 
stances. This fact is of interest, for a high 
percentage of children with acquired tuber- 
culosis die of tuberculous leptomeningitis. In 
all the 38 cases reported by Siegel, death 
occurred before 344 months of age — prob- 
ably too early for the infection to spread to 
the subarachnoid space. Rich and McCor- 
dock” believe that not enough bacilli enter 
the subarachnoid space by way of the vas- 
cular system to produce acute leptomeningi- 
tis, and that such involvement results only 
from rupture of a caseous tuberculous area 
of the brain or meninges. 

The highest incidence of congenital tuber- 
culosis was reported by Loewenstein’, who 
cited Waissman’s findings. Eleven cases of 
congenital tuberculosis occurred among 737 
infants born of tuberculous mothers—an in- 
cidence of 1.46 per cent. 

The following is a report of an additional 
case of congenital tuberculosis, which appar- 
ently resulted from hematogenous transmis- 
sion of the bacilli across the placental bar- 
rier. 

Case Report 

A 26 year old colored woman in her seventh preg- 
nancy had had an uncomplicated course until three 
weeks before delivery. At this time she developed 
pain in the lower abdomen. It was not severe, but 
was sufficient to confine her to bed. There was no 
history of chronic cough,expectoration, night sweats, 
or weight loss. She stated that her mother had died 
four years previously.of tuberculosis and that one 
living sister was ill with this disease. 

She was delivered of a premature female infant. 
It was noted at the time of birth that the infant 
had respiratory difficulty and a distended abdomen. 
The placenta, which was delivered intact, showed 


numerous nodular white or greyish yellow lesions 
scattered over both surfaces and within the tissue 


8. (a) Siegel, M.: Pathological Findings and Pathogenesis of 
Congenital Tuberculosis, Am, Rev, Tuberc, 29:297-309 
(March) 1984. (b) Beitzke, H.: Ueber die angeborene tuber- 
kuldse Lnfektion, Ergebn, d. ges. Tuberk.-Forsch. 7:1-80, 
1935; cited by Whitman and Greene(2). (c) Conrad, C. E.: 
Review of Literature of Congenital Tuberculosis, with 
Report of Case, South. M, J, 82:169-178 (Feb.) 1939. (d) 
Reichle, H. S. and Wheelock, M. C.: Aspiration Type of 
Congenital Tuberculosis, Arch. Path, 28:799-807 (Dec.) 
1939. (c) Davin-Power, M.: Transplacental Tuberculous 
Infection, Brit. M, J. 1:18-14 (Jan. 4) 1941. (f) Voss- 
kiibler, P.: Ein Weiterer Beitrag zur Friihtuberkulose des 
Siuglings, Deutsches Tuberk.-Bl. 15:161-167 (July) 1941. 
Rich, A. R. and MeCordock, H. A.: Enquiry Concerning 
Role of Allergy, Immunity, and Other Factors of Impor- 
tance in Pathogenesis of Human Tuberculosis, Bull. Johns 
Hopkins Hosp, 44:273-442 (May) 1929. 
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itself. Microscopically, acid-fast organisms were 
found within the cytoplasm of the large mononuclear 
cells of these nodules. Routine section of the umbili- 
cal cord revealed no lesions. 

Microscopic study revealed the usual architecture 
of the decidua and chorionic villi, with small 
focal lesions characterized by necrosis and dense 
infiltration of large and small mononuclear cells 
and a few polymorphonuclear cells. These areas were 
abscess-like in character and revealed large num- 
bers of acid-fast bacilli. 

The mother’s course in the hospital was very 
stormy. Physical examination of the chest was nega- 
tive until the seventh postpartum day, when occa- 
sional dry rales were heard. On the ninth day roent- 
gen examination of the chest showed a soft, mottled 
infiltration extending from the apex to the base 


on 


Fig. 1. The top photograph shows small white 
tubercles on the under surface of the liver and 
within the body of the spleen. 

The lower photograph reveals lesions on the 
lung surface; a caseous node can be seen in 
the hilar area, 
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bilaterally. The process seemed to be fresh and was 
thought to represent a miliary infection, even though 
some of the lesions seemed quite large for a blood 
stream infection. A smear of material taken from 
the uterus on the eleventh day was negative for 
tubercle bacilli, but guinea-pig inoculation was posi- 
tive. After a progressively downhill course, with a 
rising temperature and increasing delirium, the 
mother expired on the twelfth hospital day. Autopsy 
revealed “pulmonary tuberculosis (primary caseous 
tubercle, left lung); with generalized disseminated 
tubercies found in the endocardium, kidneys, brain, 
meninges, endometrium and myometrium.” 

The infant lived only five hours, and postmortem 
examination revealed numerous small] papular struc- 
tures, approximately 1 mm. in diameter, yellowish 
white in color, and rather soft in consistency, scat- 
tered over the entire surface of the lungs. The hilar 
nodes were enlarged and appeared caseous. Micro- 
scopically the lungs and hilar nodes showed a necro- 
tizing lesion, with infiltration of round cells and a 
few polymorphonuclear cells. No fibrosis was seen. 
These lesions were typical of tubercles and were 
diagnosed anatomically as such. 

The liver was covered with lesions similar to those 
described in the lungs. On cut section numerous 
small areas grossly similar to those described on 
the parietal surface of the lung were seen. Micro- 
scopically these lesions were similar to those found 
in the lungs. The spleen and left kidney were like- 
wise involved, as were the thymus and pancreas. 

The mesenteric nodes were markedly enlarged, 
and some appeared in a state of suppuration. The 
mediastinal nodes were also enlarged and caseous. 
Again microscopic examination confirmed the gross 
findings. There was no involvement of the heart, 
adrenals, gastrointestinal tract, or brain. 

The anatomic diagnosis was “acute congenital dis- 
seminated tuberculosis involving the liver, lungs, 
spleen, mesenteric, mediastinal and hilar nodes, and 
the kidneys.” 


Every case of tuberculous meningitis in childhood 
should be regarded as a pointer to a dangerous open 
case of respiratory tuberculosis in the immediate 
entourage of the sick infant; this case should at 
once be sought and the appropriate action taken when 
found.—C. 0. Stallybrass, M.D., Brit. Med. J., Feb. 


5, 1949, 


What of the future? There is no preventive for 
tuberculosis such as medical science has provided in 
toxoid for diphtheria and vaccine for smallpox, nor 
is there any specific cure. We must carry on and 
intensify our present program of cure and preven- 
tion, utilizing to the fullest extent the resources 
that have already proved to be so effective —Rep. 
Comm. on Tbe., N. H. Med. Soc., N. E. Jour. Med., 
Sept. 26, 1946. 


The most important of all case-finding agencies 
.... in the fight against tuberculosis continues to be 
the practicing physicians. It is almost always true 
that the family physician has the first opportunity 
not only to ascertain the presence of active pul- 
monary tuberculosis but also to give battle for the 
cure of the afflicted and the safeguarding of the 
other members of the family from the tubercle 
bacillus. It is the family physician to whom most 
people go when troubled by signs of ill health. 
—Comm., on The., N.H. Med. Soc., N.E. Jour. Med., 
Oct. 23, 1947. 
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MEGACOLON 


A Review of the Literature 
and 
Report of a Case in the Aged 
BENNETT CREECH, M.D. 
DURHAM 


The disease known as megacolon was first 
reported in the United States in 1867, al- 
though, according to Finney", it was de- 
scribed in Europe as early as 1825. Bartle 
reported that a typical case was recorded in 
the medical literature of the seventeenth cen- 
tury. Hirschsprung’s classical description”, 
published in 1888, renewed interest in the 
diagnosis and treatment of this disorder, 
which still presents a great challenge to the 
medical profession today. 

Megacolon is a rare disease in this coun- 
try. It occurs. most frequently in infants and 
children, and is more common in males. It 
is usually thought of as being congenital in 
origin, but cases have been reported in all 
age groups. Many of these may be cases of 
pseudomegacolon; it appears, however, that 
true megacolon may occur in adults of ad- 
vanced age. Lowenstein .collected 88 cases 
which he diagnosed as megacolon; in 55 of 
these, symptoms were present from birth; 
in 13 they developed in the first year of 
life; in 11, between the ages of 1 and 20; in 
9, after the twentieth year; and in 2, after 
the age of 70". Etzel’, who stated that the 
disease is very common in certain areas of 
Brazil, reviewed 629 cases in which the ages 
ranged from 2 to 79 years. The majority of 
these patients were under the age of 40, and 
over 75 per cent were between 15 and 25 
years of age. Smithy and Kredel® recently 
reported 2 cases in patients above the age 
of 60. 

: True megacolon may be defined as dilata- 

tion and hypertrophy of a portion of the 

colon, or of the entire colon, occurring with- 
out a pathologically demonstrable obstruc- 
tive lesion. Dilatation and hypertrophy of 

Norfolk General Hospital, Nesta Pathology, 

1. Quoted by Buckstein, J.: Functional Disorders of the 
Large Intestine and Their Treatment, New York and Lon- 
don, Harper and Bros., 1982, ch. 11. 

2. Etzel, E.: May the Disease Complex That Includes Mega 
E ph (Cardiosy ), Megacolon and Mega-Ureter 
ze B1 Deficiency? Am. J 

. Smithy, H. G. and Kredel, F. E.: Localized Acquired 


Megacolon Treated by Sympathectomy, Surgery 22:259- 
270 (Aug.) 1947. 


241 
4 
| 
| 
| 
] 


242 


the colon (partial or complete) resulting 
from obstructive lesions may be considered 
pseudomegacolon. 


Etiology 
The subject of megacolon is one of great 
confusion and controversy, particularly as 
concerns its etiology and classification. 


The cause of true megacolon is not defi- 
nitely known. Prior to 1895, the lesion was 
thought to be due to inflammation of the 
colon, mechanical obstructions, congenital 
aplasia of muscular tissue, or enlargement 
of the colon. Langley and Anderson", in that 
year, proposed the newrogenic theory, based 
on the observation that stimulation of the 
lumbar sympathetic ganglia inhibited colonic 
peristalsis, and produced dilatation. Fen- 
wick” suggested the developmental theory, 
based on the belief that the condition was as- 
sociated with atresias or valves in the rec- 
tum and anus which produced obstruction. 
Hurst) advocated the theory of anal achala- 
sia (failure of the sphincter to relax) due 
to an imbalance of function in the autonomic 
nerve supply to the rectum and the anal 
sphincter. Scott and Serenati believe that 
megacolon is a symptom complex rather than 
a disease entity, and recognize four etiologic 
mechanisms: congenital organic obstruction, 
neurogenic dysfunction, functional obstruc- 
tion from extreme redundancy (dolicho- 
colon), and extrinsic metabolic factors such 
as avitaminosis or malnutrition and hypo- 
thyroidism. 

Etzel?) has presented evidence that mega- 
colon is a part of the disease complex which 


includes mega-esophagus and mega-ureter, 


and he suggested that the cause, especially 
in adult patients, may be a thiamin deficiency 
which brings about degeneration of the plex- 
us of Auerbach. He noted electrocardiogra- 
phic changes in over 70 per cent of his cases, 
which he interpreted as also being the result 
of a deficiency of thiamin. Ramos and Oria™ 
agree that megacolon and mega-esophagus 
are probably of common origin, and they 


4. Quoted by Martin, J. 


D., Jr. and Ward, C. S.; Megacolon 
Associated with Volvulus of Transverse Colon, Am, J. 
Surg. 64:612-416 1944, 


. Hurst, A, F.: Anal Achalasia and Megacolon, Guy's 
Hosp. Rep. 84: 317, 1934; abstr. in Internat. Abst. Surg. 
60:221-222 (March) 1935. 

. Seott, W. J. M. and Serenati, Q. J.: Megacolon, Mechan- 
er and Choice of Treatment, Surgery 20:608-618 (Nov.) 

946, 


. Ramos, J. and Oria, J.: Symptomatology and Histopath- 
ology of the Heart in Patients with Mega-Esophagus and 
Megacolon, Arq. de cirurg. clin. e exper. 4:363, 1940; 
abstr. in Internat. Abst. Surg. 73:297-298 (Sept.) 1941. 
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have found both electrocardiographic ab- 
normalities and histologically visible degen- 
eration of the intracardiac sympathetic plex- 
us in some of their cases. 

Oppenheimer? pointed out that constipa- 
tion and some degree of colonic dilatation 
occur in acromegaly and in other conditions 
in which the pituitary function is modified ; 
he has observed that the injection of Pitocin 
brings about mass peristalsis and relief of 
the constipation in certain patients. This 
finding suggests that in some instances meg- 
acolon may be due, at least in part, to pitui- 
tary dysfunction. 

Whatever the pathologic basis may be, 
there is little doubt that the direct cause is 
an imbalance in the function of the autono- 
mic nervous system, although it has not been 
proven whether the parasympathetic com- 
ponént is deficient or the sympathetic inner- 
vation is hyperactive. The weight of evidence 
at the present time, however, seems to indi- 
cate that parasympathetic deficiency is the 
fundamental factor. It is not known whether 
the origin of the imbalance is central or peri- 
pheral. 

Swenson and Bill recently reported stu- 
dies on 20 children with congenital mega- 
colon, from which they concluded that the 
disease is due to an area of localized spasm 
low in the sigmoid, and not to spasm or acha- 
lasia of the anal sphincter. This conclusion 
correlates well with the basic theory of auto- 
nomic functional imbalance. 


Classification of Cases 


The classification of this disease as pre- 
sented in the literature is incomplete and 
leaves much to be desired. Most authors clas- 
sify megacolon as either congenital or ac- 
quired, idiopathic or secondary. Wetherell”” 
divides the cases into those in which the 
mesentery of the colon is long (dolichocolon) 
and those in which it is normal in length 
(Hirschsprung’s disease). 

On the basis of present etiologic concepts, 
and with the hope that it will bring about a 
more complete understanding of the disease, 
the following classification of megacolon 
(chronic dilatation and hypertrophy of the 
colon, complete or partial) is suggested: 

8. Oppenheimer, A.: Pseudo-Megacolon, Ann, Int. Med. 18: 
2128-2133 (May) 1940. 

9. Swenson, O. and Bill, A. H., Jr.: Resection of Rectum 
aud Rectosigmoid with Preservation of Sphincter for 
Benign Spastic Lesions Producing Megacolon; Experi- 
mental Study, Surgery 24:212-220 (July) 1948. 


. Wetherell, F. S.: Sympathectomy in Megacolon (Hirsch- 
sprung’s Disease), Am. J. Surg. 46 :68-69 *foct.) 19389. 
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I. TRUE MEGACOLON—4due to imbal- 
ance in the function of the autonomic 
nervous system, without obstructive 
lesions. 

A. Congenital—due to 
neurogenesis (Hirschsprung’s 
disease) 


imperfect 
adults 
B. Acquired—due to neural degener- 
ation, probably produced by me) Aa 
tabolic factors 
1. Vitamin deficiency and malnu- \ 
trition (thiamin?) 
2. Hypothyroidism | 
3. Pituitary disorders (?) } 


Il. PSEUDOMEGACOLON — due to ob- 
structive lesions 
A. Congenital—due to atresia or 
stenosis 
B. Acquired 
1. Due to extreme | i 
(dolichocolon), producing | 
functional obstruction adults 
. Due to tumors, volvulus, ad- \ of 
hesions, extrinsic pressure on | varying 
the bowel, inflammatory sten- age 
sis and other conditions pro- 
ducing mechanical obstruction 


Children? 


} Children 


This classification is a logical one, although 
it must be admitted that at the present time, 
without definite proof and general accep- 
tance of the theory of neural degeneration, 
cases of acauired true megacolon which oc- 
cur in middle and late life must still be of- 
ficially designated as acquired megacolon of 
unknown etiology. 


Pathology and Pathologie Physiology 


Pathologicallv. dilatation and hyvnertrovhy 
of a portion of the colon or of the entire 
colon are the outstanding features of the 
disease. Only the sigmoid may be involved; 
or, if the case is more advanced. the descend- 
ing, transverse, ascending, and cecal seg- 
ments may be affected. In a very few cases, 
there may even be mega-ileum and mega- 
rectum. The dilatation may be enormous, 
causing extreme abdominal distention: in 
some cases the colon measures as much as 
20 cm. in diameter. The bowel wall is some- 
times found to be 12-15 mm. in thickness, 
with hypertrophy of the mucous and sub- 
mucous layers as well as of the thick circu- 
lar muscle layer. In a very few cases the 
wall of the intestine is very thin. The serosal 
surface is thickened and rough, and the haus- 
trations are largely or completely lost. The 
bowel lumen is filled with great masses of 
feces, some of which are firm and solid. 
There is usually much gas. The mucosa shows 
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catarrhal inflammation, and there are often 
superficial ulcers, caused by continued pres- 
sure of the firm fecal masses, and possibly 
due to ischemia of the hypertrophied intes- 
tinal wall. 

The microscopic examination adds little to 
the gross findings. Etzel) stated that he has 
demonstrated degenerative changes in the 
nerve cells of the plexus of Auerbach, but 
he has little support in this assertion. Other 
workers have reported microscopic evidence 
of imperfect nerve and ganglion cell forma- 
tion in the plexus of Auerbach in congenital 
cases. 

The pathologic physiology of the disease 
has been the subject of considerable study. 

It has been shown that the nerve supply 
to the pelvic colon, the rectum, and the in- 
ternal anal sphincter is a double one: sym- 
pathetic, from the second, third, and fourth 
lumbar ganglia; and parasympathetic, from 
the second, third, and fourth sacral roots. 
On this anatomic foundation, Hurst® has 
provided a theoretically accentable explana- 
tion for the chain of events and the final 
results seen in cases of megacolon. He has 
demonstrated that, in normal individuals, fe- 
cal matter accumulates in the nelvic colon im- 
mediately prior to the act of defecation. As 
defecation begins, peristaltic waves travel 
down the velvic colon and rectum, moving 
the feces into the rectum as thev oo. Then 
the svhincters ani relax and the fecal ma- 
terial nasses from the bodv. this nassage be- 
ing aided by the pressure of the voluntary 
straining movements. 

Evidentlv failure of the svhincters to relax 
(anal achalasia). due to underactivity of the 
narasymnpathetic innervation, is an imvortant 
factor in the nathogenesis of manv cases 
of megacolon. If the svhincters do not relax, 
the intestine attemnts to overcome the resis- 
tance of the closed anus by increased veri- 
staltic activity: gradual hynertrovhv of the 
walls of the rectum and nelvie colon. and 
even of the entire colon, results. Chronic 
svasm of the svhincter mav be associated 
with achalasia. Localized snasm may occur 
in the sigmoid or annarentlv in anv segment 
of the colon, producing identical changes in 
the bowel proximal to the involved area. Dis- 
tention and dilatation slowly hecome more 
and more pronounced, and the colon increases 
in length as well as in diameter. 


hy 
4 
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Diagnosis 
Most cases of megacolon occur in infants 
and children, and are clearly congenital; the 
diagnosis in these cases is not difficult. How- 
ever, it should be remembered that children 
may also have a congenital pseudomegacolon, 
brought about by atresia or stenosis of a 
portion of the colon; and that some un- 
doubtedly have acquired pseudomegacolon 
due to redundancy or organic obstructive le- 
sions. Though it can not be proven by pres- 
ent diagnostic methods, it is possible that 
an occasional case of true megacolon in 
childhood is due to an acquired degenerative 
process of the autonomic nervous system. 

In adults the diagnosis offers more diffi- 
culty. In both children and adults pseudo- 
megacolon, either congenital or acquired, 
should first be ruled out. If no obstructive le- 
sions can be demonstrated, the diagnosis of 
true megacolon becomes tenable. 

The clinical picture in children and adults 
is essentially the same. There is a history of 
gradually increasing enlargement of the ab- 
domen, and obstinate, severe constipation. 
The patient may go several weeks or even 
months without having a bowel movement. 
Fecal impactions are common, and attacks 
of colicky abdominal pain are sometimes en- 
countered. Periods of watery diarrhea may 
occur, Vomiting is infrequent except with 
acute obstruction. Cathartics are ineffective, 
and enemas produce only slight relief of the 
distention. The breath may have a fetid odor. 
In advanced cases, anorexia, malnutrition, 
and lassitude are the rule. The tremendous 
abdominal distention may cause respiratory 
and cardiac embarrassment, producing defi- 
nite dyspnea. 

Examination of the patient discloses a 
markedly protuberant abdomen, over which 
the skin is taut, thin, and shiny. The super- 
ficial abdominal veins may be dilated. If 
diastasis recti has occurred, peristaltic move- 
ments in large loops of intestine may be 
seen. Explosive borborygmus is an important 
sign. By palpation one may be able to out- 
line the enlarged, thickened colon, which of- 
ten has a doughy consistency. In severe cases 
the legs may be edematous, but the signs of 
ascites are absent. Rectal examination re- 
veals no obstructive lesions, but the rectum 
often contains masses of impacted feces. The 
presence of the various symptoms and signs 
depends, of course, on the severity of the 


case, 
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Roentgenograms offer a valuable aid. A 
plain film reveals a markedly dilated colon. 
Barium enemas (cautiously employed) show 
no obstructive lesions, but the greatly en- 
larged colon is clearly outlined. A postevacu- 
ation film should be taken to show the abil- 
ity of the colon to empty itself. Swenson and 
Bill® have demonstrated areas of spasm in 
the low sigmoid by use of the roentgenogram. 
Hurst has stressed the presence of an ele- 
vated diaphragm on the left, and often on 
both sides, as being suggestive of this condi- 
tion. 

Proctoscopic and sigmoidoscopic examina- 
tions should be carried out in order to inspect 
the bowel mucosa and to rule out obstructive 
lesions. 

Treatment 
Conservative 

Many patients with megacolon are able 
to live a useful and active life through the 
conscientious use of conservative therapy. A 
low residue, high caloric diet, the admin- 
istration of laxatives and cathartics, and 
regular enemas may suffice for many years 
in some patients. Combined with this regi- 
men, heavy massage of the abdomen to help 
expel the impacted feces may be cautiously 
tried. Daily use of a bougie or of a rectal 
tube has been suggested. Removal of fecal 
material through a sigmoidoscope is of value 
in certain cases. The regular use of anal di- 
lators is beneficial in an occasional case, and 
should be tried for a few weeks in all pa- 
tients". Drugs such as physostigmine have 
been employed, but the results have been dis- 
appointing. Choline derivatives (Mecholy], 
Mecholyl Bromide, and Doryl) are more 
promising in their effects, as is Syntropan, 
a derivative of tropic acid. Spinal anesthesia 
causes immediate evacuation of the intes- 
tine in many subjects, and, in obstinate 
cases, Pitressin is said to be an adjunct 
worthy of consideration®. 

A sufficient trial of these conservative 
methods seems justified, but in a large per- 
centage of cases they afford only temporary 
relief and do not provide a permanent cure. 


Surgical 
At the present time surgery, alone or com- 
bined with conservative therapy, offers the 
most satisfactory method of treatment. The 
11, Ladd, W. E., and Gross, R. E.: Abdominal Surgery of 
Infancy and Childhood, Philadelphia and London, W. B. 
Saunders Company, 1941, ch. 11. 


iz. Nosik, W. A., and Crile, G., Jr.: Hirschsprung’s Disease, 
S. Clin. North America 19:1168-1169 (Oct.) 1989, 
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patient is seldom, if ever, restored to a state 
of normal health, however, although his bow- 
el function and his general health can be 
greatly improved. Patients vary in their re- 
sponse to different operative procedures, and 
keen surgical judgment and diagnostic abil- 
ity are necessary in choosing the most effi- 
cacious procedure for each patient. From 
the therapeutic standpoint, each case must 
be considered as a separate entity. 

The majority of present-day writers favor 
sympathectomy as the operation of choice in 
most cases, since the best results have been 
reported following this procedure. Some pa- 
tients are not benefited by this operation, 
however, and there is not yet an adequate 
method of determining which ones will be 
in this group. De Takats"*’ has advocated in- 
jections of acetylcholine to determine wheth- 
er the bowel wall contains muscle or whether 
it is thin and fibrous and will not respond 
to the action of the drug. The latter cases 
obviously cannot be greatly helped by sym- 
pathectomy. 

Tn cases in which the megacolon is segmen- 
tal, or in which sympathectomy and medical 
treatment have failed, subtotal colectomy is 
the procedure of choice. If chronic intestinal 
obstruction is present, colostomy, ileosig- 
moidostomy, or ileoproctostomy is frequent- 
ly employed". If all other forms of therapy 
have failed and the bowel is extremely thick- 
ened and dilated, resection of the entire colon 
may be justified”. 

Swenson and Bill, who believe that the 
disease is caused by a localized spasm of the 
low sigmoid, have successfully treated 3 chil- 
dren by resecting the spastic area and pre- 
serving the sphincter. Though the follow-up 
period is not yet sufficient to warrant gen- 
eral acceptance of this theory, it may possibly 
revolutionize the management of this disor- 
der. 

Preoperative preparation of these patients 
is important, for they are often dehydrated 
and suffering from malnutrition and hypo- 
vitaminosis. Whitehouse, Bargen, and Dix- 
on" suggested the following regimen of pre- 
operative management. If the patient is in 
good condition, a residue-free diet and car- 
bohydrates (especially candy) by mouth are 
sufficient. If the general condition is poor, 


18. De Takats, G.: Acetylcholine as a Diagnostic Test in 
Cases of Congenital Megacolon, Surg., Gynec. & Obst. 69: 
762-762 (Dec.) 1939. 

14. Whitehouse, F., Bargen, J. A.. and Dixon, C. F.: Con- 

genital Megacolon: Favorable End Results of Treatment 

by Resection, Gastroenterology 1:922-937 (Oct.) 19438. 
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a low-residue diet, followed later by a resi- 
due-free diet, is necessary. Saline laxatives, 
and in obstinate cases castor oil, should be 
given once or twice daily, and saline enemas 
should be administered twice a day. The col- 
onic contents should be aspirated per rectum 
on the day before the operation. Although 
these authors do not specifically mention 
fluid replacement, it seems reasonable that 
the judicious use of intravenous fluids, plas- 
ma, oral and intravenous amino acids and 
protein, and blood transfusions should be of 
great value. 

One may occasionally see a patient with 
megacolon in a state which requires emer- 
gency treatment. The presence of atelectasis 
necessitates immediate relief of the abdom- 
inal distention, insofar as this is possible. 
Acute obstruction, most often due to volvu- 
lus, may occur. The distended intestine is 
very thin in some advanced cases, and may 
perforate and cause acute peritonitis. 

When severe atelectasis and acute massive 
retention of feces are present, cecostomy may 
be life-saving. Establishment of an opening 
in the cecum permits more rapid deflation 
of the colon, and affords another route for 
administration of laxatives and enema solu- 
tions. It is not necessary that the opening 
be permanent. 

When acute obstruction or acute peritoni- 
tis is encountered, the usual surgical proce- 
dures employed in these conditions are car- 
ried ovt. 

Report of Case 

A 72 year old colored man was admitted to the 
Norfolk General Hospital on March 8, 1949, com- 
plaining of progressive enlargement of the abdo- 
men for about two years. During the year before 
admission he had had alternating episodes of severe 
constipation and diarrhea, and intermittent, colicky 
abdominal pain. There had been one episode of mel- 
ena. He managed to have a small bowel movement 
practically every day by the frequent use of enemas. 
The physical examination disclosed a cachectic, de- 
hydrated elderly colored man. The blood pressure 
was 170 systolic, 120 diastolic, the temperature 99 
F. The diaphragm was elevated bilaterally, and atel- 
ectatic rales were heard in the bases of the lungs. 
The heart was shifted superiorly, but the sounds 
were normal. The abdomen was enormously en- 
larged and distended. Shifting dullness was present 
in both flanks. There was a hard, fixed mass in 
the lower abdomen. The rectal examination revealed 
a hard fecal mass impacted high in the rectum. 
Moderate pitting edema of the feet and ankles was 
present. 

Accessory clinical studies revealed a hemoglobin of 
60 per cent, 3,010,000 red blood cells, and 5,200 white 
cells, with a normal differential. Urinalysis was 
negative. The serum proteins were 6.2 Gm. per 100 
ce. A plain roentgenogram showed a tremendous 
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distention of the entire colon, with evidence of ob- 
struction in the rectum. A diagnosis of carcinoma 
of the rectosigmoid, with partial intestinal obstruc- 
tion, was made. 

Treatment consisted of repeated enemas; the in- 
travenous administration of glucose, saline, vita- 
mins, and amino acids; Wangensteen suction; and 
starvation. The patient died on March 11, 1949, his 
fourth hospital day, about one hour after receiving 
an intravenous infusion of amino acids. 

Autopsy findings 

The body was that of an elderly, poorly nourished 
colored male. The abdomen was tense and greatly 
distended, and there was slight edema of the ankles. 
Large bilateral inguinal hernias were present. The 
peritoneal cavity contained 800 cc. of serous fluid, 
and some non-obstructive fibrous adhesions were 
seen. The diaphragm was elevated bilaterally. Bi- 
lateral hydrothorax and extensive pulmonary atelec- 
tasis were present. The tracheobronchial, aortic, and 
mesenteric lymph nodes were greatly enlarged as 
a result of “healed” tuberculosis. The entire colon 
was greatly hypertrophied and distended with much 
gas and more than 4 liters of fecal material. The 
colon measured 12 to 15 em. in diameter. A hard, 
impacted fecal mass was present in the low sigmoid, 
and near this there were two superficial ulcers of 
the mucosa. 

The primary pathologic diagnoses were: acquired 
megacolon of unknown etiology (possibly due to de- 
generation of the plexus of Auerbach); massive 
pulmonary atelectasis; ascites and bilateral hydro- 
thorax; bilateral inguinal hernias; “healed” tuber- 
culosis of the lungs and lymph nodes; malnutrition; 
and anemia. 

Comment 

An erroneous clinical diagnosis of carci- 
noma of the rectosigmoid with large bowel 
obstruction was made in this case. On the 
basis of statistics and the clinical studies 
available in the patient’s brief hospital 
course, this diagnosis was justified, since 
true megacolon in a 72 year old patient is 
extremely rare. The patient was in poor 
physical condition on admission, and an ef- 
fort was made to prepare him for cecostomy 
by a regimen of enemas, starvation, and in- 
travenous infusions of glucose, vitamins, and 
amino acids. The fact that the patient ex- 
pired after receiving an infusion of amino 
acids raised the question as to whether the 
infusion was the cause of death. According 
to the anatomic findings, death was due to 
massive pulmonary atelectasis and cardiac 
and respiratory embarrassment. 


It iv interesting to note that, although sev- 
eral peritoneal adhesions and bilateral in- 
guinal hernias were present, neither of these 
conditions had caused obstruction. Another 
interesting point is that, although it was 
“healed,” tuberculosis was present in the 
lungs and in the mesenteric, aortic, and me- 
diastinal lymph nodes. The superficial ulcers 
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in the sigmoid colon were undoubtedly 
caused by continued pressure of the impacted 
fecal masses. 

Summary 

1. A general review of the literature con- 
cerning megacolon is presented, and the 
terms megacolon and pseudomegacolon are 
defined. 

2. Recent etiologic concepts are reviewed 
and a new, more complete classification is 
suggested, with the hope that its use may 
lead to a more rational and more scientific 
understanding of the basic pathologic phys- 
iology. 

3. The pathology and pathologic physiolo- 
gy of megacolon, the clinical picture, and ac- 
cessory diagnostic procedures are reviewed. 

4. A discussion of conservative and opera- 
tive therapy is presented. : 

5. A case of megacolon (acquired) in a 
72 year old colored man is reported, and the 
clinical and anatomic findings are given. 


Conclusion 

From the evidence available at the pres- 
ent time, the conclusion is justified that meg- 
acolon is based on a fundamental dysfunc- 
tion of the autonomic nervous system. Some 
cases are apparently due to imperfect neuro- 
genesis, and others are probably due to neu- 
ral degeneration. Either of these conditions 
may produce an imbalance of function, with 
spasm or achalasia of the internal anal 
sphincter, or localized spasm of the low sig- 
moid or of any part of the colon. 


Anal fistulas and tuberculosis.—The old idea that 
most anal fistulas are tuberculous is once again 
refuted by a study that Jackman and Buie carried 
out in 600 patients with anal fistula. Of these only 
11.5 per cent showed evidence of tuberculosis any- 
where in the body, and in only 7 or 8 per cent was 
the fistula itself proved to be tuberculous. These 
authors consider the guinea-pig inoculation with 
material from the fistula to be the best test of the 
nature of the fistula, though they admit that con- 
tamination of the area could occur from higher 
up in cases in which the histology of the fistula is 
negative for tuberculosis.—E. Parker Hayden: Proc- 
tology, New England J. Med. 239:401 (Sept. 9) 1948. 


Advertisers in our journal are carefully selected. 
Only those meeting our advertising standards may 
use the facilities of our pages. No advertisement 
will be accepted which, either by intent or inference, 
would result in misleading the reader. May we sug- 
gest that you review the ads in each issue of our 
journal and, when occasion arises to prescribe prod- 
ucts featured or use the facilities offered, tell them 
you saw their ad in the North Carolina Medical 
Journal. 
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TALC GRANULOMA 


R. W. PosTLETHWAIT, M.D. 
CHARLESTON, SOUTH CAROLINA 
LOCKERT B. MASON, M.D. 
WINSTON-SALEM 
and 
ROBERT P. MOREHEAD, M.D. 
WINSTON-SALEM 


Although the use of tale as a surgical glove 
lubricant has for a number of years been 
recognized as a dangerous practice, tale is 
still employed in numerous operating rooms. 
The purpose of this paper is to re-emphasize 
the frequency with which tale becomes im- 
planted in tissues at operation—a fact pre- 
viously demonstrated but still ignored by 
many surgeons. 

Several cases of complications due to tale 
granuloma were reported between 1933 and 
1943, In recent years, the publications of 
Seelig and his co-workers) have done much 
to clarify the problem and have led the 
search for a satisfactory substitute for talc. 
In 1946 Lichtman, McDonald, Dixon and 
Mann) contributed an important and de- 
tailed study concerning the pathogenesis of 
tale granuloma. Douglas in 1947 studied a 
series of old healed abdominal scars removed 
at secondary operations, and found that all 
showed lesions containing tale. Eiseman, 
Seelig and Womack) have reported 37 cases 
of serious complications due to tale; 2 term- 
inated fatally. Two deaths due directly to in- 
tra-abdominal implantation of tale were re- 
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Gray School of Medicine of Wake Forest College, Winston- 
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TALC GRANULOMA—POSTLETHWAIT AND OTHERS 


ported in 1948, 

The most frequent complications of talc 
granuloma are persistent draining sinuses, 
intestinal obstruction, and single or multiple 
masses in the wound. Sinuses develop most 
frequently after abdominal operations, but 
have also followed thoracotomy, thyroidec- 
tomy, and most other common procedures. 
Intestinal obstruction has been produced by 
dense intraperitoneal adhesions, stenosis of 
the anastomosis, or an intra-abdominal mass. 
The size of the mass in scars has varied from 
a tiny nodule or nodules to a growth 10 cm. 
in diameter. 

Microscopically, the picture of tale granu- 
loma is that of a chronic granulomatous in- 
flammatory process which is characterized 
by epithelial proliferation, giant cell forma- 
tion, mononuclear infiltration, and produc- 
tive fibrosis. The inflammatory reaction is 
seen about the tale crystals. These crystals 
are surrounded and engulfed by the giant 
cells, and necrosis is absent. With polarized 
light, the tale crystals are birefringent and 
easily identified. 

During a period of six months, surgeons 
at the North Carolina Baptist Hospital were 
requested to send to the Pathology Depart- 
ment any scars from previous operations ex- 
cised at the time of secondary procedures. 
Over the same period, the surgical patholo- 
gist was asked to save any section showing 
a foreign body granuloma. Histologic sec- 
tions on 36 patients were obtained from these 
two sources, and tale granuloma was found 
in 28. In the majority of these the presence 
of tale granuloma was probably incidental, 
but in others the tale was at least partly re- 
sponsible for the complications which neces- 
sitated a second operation. 

The following cases were selected as rep- 
resentative. 

Case Reports 


Case 1. On routine examination of a 61 year old 
white woman a mass was found in the region of 
the thyroid. Partial thyroidectomy for nontoxic goi- 
ter had been done thirty years previously. At opera- 
tion, the old scar was excised and a fetal adenoma 
was removed. Microscopic examination of the ex- 
cised scar showed tale crystals surrounded by mon- 
onuclear cells and macrophages in the subcutaneous 
fibrous tissue. 


Case 2. A 48 year old woman had a cholecystec- 


6. (a) Swingle, A. J.: Morbidity and Mortality in Tale 
Granuloma; Report of a Fatal Case, Ann. Surg, 128:144 
152 (July) 1948. (b) Ross, W. B., and Lubitz, J. M.: Tale 
Granuloma--A Survey of Its Incidence and Significance, 
presented before the Forum on Fundamental Surgical 
Problems, Clinical Congress of the American College of 
Surgeons, Los Angeles, October, 1948, 
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Fig. 1. 


Photomicrograph of tale granuloma. On the left is the dense scar tissue containing macrophages 


and foreign-body giant cells. On the right is the same field under partially polarized light. Tale crys- 
tals are readily visible in the areas of cellular reaction. 


tomy for gallstones. Several months later she began 
to have recurrent episodes of mild epigastric pain 
and occasional vomiting. Two years following the 
initial operation a second laparotomy was done for 
severe epigastric pain and vomiting. At operation, 
many adhesions to the old scar and to the under 
surface of the liver were found. These were freed. 
Microscopic examination of the old scar showed 
nests of tale surrounded by mononuclear cells, mac- 
rophages, and rare neutrophils. 

Case 3. A 41 year old man had an acute per- 
foration of a peptic ulcer, which was repaired at 
operation. A year later a partial gastrectomy was 
done because of high obstruction. There was much 
scarring around the pylorus and duodenum. Micro- 
scopic study of the excised stomach and duodenum 
showed tale crystals surrounded by lymphocytes and 
macrophages in the fibrous tissue adjacent to the 
gastric wall. Similar findings were noted in the sub- 
cutaneous fibrous tissue from the old scar. 

Case 4. Aberrant pancreatic tissue was excised 
from the first portion of the duodenum in a 39 year 
old man who had ulcer symptoms. Evigastric pain 
recurred and became severe. At subtotal gastrectomy, 
done six months after the initial operation, many 
adhesions were found about the duodenum and at- 
tached to the old abdominal scar. Microscopic ex- 
amination of a portion of excised adherent omentum 
= tale crystals surrounded by mononuclear 
cells. 

Case 5. A 59 year old woman received a lacera- 
tion of the left cheek in an automobile accident. The 
laceration was sutured, but an unsightly scar devel- 
oped. Three months later a revision of the scar was 
done. The scar remained indurated, raised and slight- 
ly tender, and six months following the initial injury 
it was excised. No foreign body was found, but mi- 


croscopi¢c examination revealed extensive deposits of 
collagenous connective tissue, and granulomatous 
areas containing giant cells. Tale crystals were 
found in many of the giant cells. 


Case 6. Eighteen months following appendec- 
tomy a 44 year old woman noticed pain in the in- 
cision. On examination, a mass 4 cm. in diameter 
was found beneath the lower portion of the right 
rectus scar. At operation, an abscess under the an- 
terior fascial sheath was incised. Paracolon bacilli 
were cultured from the pus. On microscopic study 
of a portion of abscess wall, tale crystals sur- 
rounded by macrophages were found in addition to 
the acute and chronic inflammation. Sections of the 
old scar showed many tale granules associated with 
mononuclear cells, giant cells, and neutrophils. 

Case 7. Constriction of the colostomy occurred in 
a 40 year old woman who had had a combined ab- 
domino-perineal resection fifteen months previously. 
A circular band of tissue around the stoma was 
excised and the colostomy was revised. Microscopic 
examination showed tale crystals surrounded by 
mononuclear cells in the subcutaneous fibrous tis- 
sue. 

Summary 


In this study, the frequency of tale granu- 
loma was confirmed. Sections of tissue rep- 
resenting scar or a chronic granuloma were 
obtained from 36 patients, and tale granulo- 
ma was found in 28 cases. No attempt was 
made to assess the relative importance of 
the tale as a factor contributing to the com- 
plications in each case. It is obvious, how- 
ever, that the use of tale as a surgical glove 


248 ee May, 1950 
i 


May, 1950 


lubricant is a dangerous source of postoper- 
ative complications which can be prevented 
only by abolishing tale from the operating 
room. No excuse exists for continuing the 
use of tale, as a satisfactory substitute is 
now available”, 
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of Tissue Reaction to Tale and Modified Starch Giove 
Powder, Surgery 25:22-29 (Jan.) 1949. (d) Postlethwait, 
R. W., and others: Absorbable Starch Glove Powder. Am. 
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THE EFFECT OF TOBACCO SMOKING 
UPON GASTRIC ACIDITY 


Horace H. Honces, M.D., F.A.C.P. 
and 
MONROE T. GILMOUR, M.D., F.A.C.P. 
CHARLOTTE 


The question as to whether tobacco exerts 
a deleterious effect on peptic ulcer has not 
been conclusively answered. The amount of 
experimental work done on this subject seems 
small in proportion to its popular interest 
and clinical importance. Most of the investi- 
gative effort has been directed toward the 
effect of tobacco smoking or nicotine on gas- 
tric acidity, although it must be admitted 
that tobacco or nicotine may affect the course 
of peptic ulcer by some other action. 

Two of the best and most recent studies 
on this subject have led the workers to vary- 
ing conclusions. Schnedorf and Ivy", on the 
basis of investigations using human and ca- 
nine subjects, concluded that the gastric se- 
cretion of the habitual smoker, with or with- 
out a peptic ulcer, was relatively unaffected 
by cigaret smoking within the limits of tol- 
erance. When tolerance was exceeded, they 
generally observed a tendency toward inhi- 
bition of gastric secretion. Their technique 
involved the continuous aspiration of gastric 
secretion. After the level of basal gastric se- 
cretion was established, their subjects 
smoked four to seven cigarets, and the gas- 
tric secretions were collected for a further 
period of time. 


From the Gilmour-Hodges Clinic, Charlotte, North Carolina, 

These studies were initiated in the Gastro-Intestinal Section 
of the Medical Clinic (Kinsey-Thomas Foundation), Hospital 
of the University of Pennsylvania. 
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Ehrenfeld and Sturtevant’, using a dif- 
ferent method, arrived at opposite conclu- 
sions. Suggesting that Schnedorf and Ivy had 
had their subjects smoke too many cigarets 
(four to seven), these workers compared the 
results of fractional gastric analyses ob- 
tained when the subject had not been smok- 
ing to the results obtained the following day, 
after the smoking of two cigarets. They re- 
ported that 87 per cent of their patients with 
peptic ulcer responded with an increase in 
gastric acidity. 

We have performed a set of experiments 
using continuous gastric suction, believed to 
be more accurate than duplicate fractional 
gastric analyses; but in order to avoid the 
objection raised by Ehrenfeld and Sturte- 
vant, we have had our subjects smoke only 
two cigarets. 


Materials and Methods 


Observations were made on 26 adult hu- 
man subjects, only 3 of whom were women. 
All were habitual smokers. Twenty-two were 
used as “test subjects,” 16 of these having 
a duodenal ulcer and 6 having no peptic ul- 
cer. Four subjects, 2 with duodenal ulcer and 
2 without, were used as “controls.” 

The tip of a soft rubber tube was intro- 
duced into the antrum of the stomach under 
fluoroscopic guidance. All saliva was expec- 
torated. With continuous suction, specimens 
of gastric secretion were collected for 30 to 
45 minutes, following which the test subjects 
smoked two cigarets in succession. The col- 
lection of specimens was continued for 90 to 
120 minutes. The procedure with regard to 
the controls was identical, except that the 
smoking was omitted. The tests were per- 
formed in the morning, after the subject had 
not had food, drink, or tobacco for nine to 
twelve hours. 

The specimens were titrated in the con- 
ventional manner, using Topfer’s reagent 
and phenolphthalein as indicators. 


Results 

Of the 16 test subjects (table 1) with duo- 
denal ulcer, 8 exhibited no significant change 
in gastric acidity after smoking. Five showed 
an increase, and 3, a decrease. In only 1 in- 
stance was the acidity greatly increased. 

The 6 test subjects without ulcer exhibited 
the same response. The gastric acidity 
2. Ehrenfeld, I. and Sturtevant, M.: The Effect of Smoking 


Tobacco on Gastric Acidity, Am. J, M. Se, 201:81-86 (Jan,) 
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Table 1 
The Effect of Tobacco Smoking on Gastric 
Acidity 
Subjects Increase Decrease No Effect 
Duodenal ulcer, 
smoking—16 
No ulcer, 
smoking—6 
Duodenal ulcer, 


no smoking—2 (50%) 
No ulcer, 2 


no smoking—2 (100% ) 
showed no change in 3, an increase in 2, and 
a decrease in 1. 

The 4 controls demonstrated that the level 
of gastric acidity was relatively constant 
throughout a two to three hour period under 
the same conditions which obtained for the 
test subjects. 

The volume of gastric secretion and the 
combined acidity in general followed closely 
the level of free hydrochloric acid. 

Comment 

Our observations agree with those of 
Schnedorf and Ivy, that smoking within tol- 
erance has little effect in general upon gas- 
tric secretion. This finding does not justify 
the conclusion, however, that tobacco exerts 
no harmful effect upon the gastrointestinal 
tract. Many careful observers, admittedly 
without scientific proof, are convinced that 
smoking is harmful to the patient with pep- 
tic ulcer or other digestive disturbances. It 
is indeed possible that tobacco may influence 
aspects of gastrointestinal physiology other 
than gastric secretion. Furthermore, some 
constituent of tobacco other than nicotine 
may be the primary noxious substance. The 
problem remains unsettled and merits fur- 
ther investigation. 

Meantime, advice to the patient with pep- 
tic ulcer regarding smoking cannot be sus- 
tained by factual scientific data. Many pa- 
tients seem to respond well to discontinuance 
of smoking. In others, efforts to stop smok- 
ing serve merely to increase nervous tension. 
In the latter patients, it is reasonable to as- 
sume that the excessive use of tobacco is the 
result of some intangible factors which have 
caused the nervous tension primarily and 
have contributed to the development or main- 
tenance of the ulcer. 

Summary 

The effect of tobacco smoking on gastric 
secretion in 22 patients has been observed. 
Eight of 16 habitual smokers with duodenal 
ulcer exhibited no change. Five showed an 
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increase in gastric acidity, and 3 showed a 
decrease. Three of 6 habitual smokers with- 
out ulcer responded with no change. Two 
showed an increase and one showed a de- 


crease, 
1351 Durwood Drive 


THE LEGALITY OF HUMAN 
STERILIZATION IN NORTH CAROLINA 


JOHN S. BRADWAY, LL.B.* 
DURHAM 


Some physicians in North Carolina seem 
to be of the opinion that human steriliza- 
tion may be illegal. A review of the law on 
the subject may help to clarify this point. 

There are two sorts of sterilization inso- 
far as the patient is concerned—voluntary 
and involuntary. The only statute law in the 
state specifically referring to the matter ap- 
pears to be an act of 1933 (c. 224). This act 
has been of enough interest to the legisla- 
ture to warrant slight amendments in 1935, 
1937, 1945, and 1947. The material is col- 
lected in General Statutes of North Carolina 
1943, Chapters 35 and 36. It does not appear 
that the constitutionality of this act has been 
presented squarely to the courts. A previous 
act of 1929 was held unconstitutional in the 
case of Brewer v. Valk (204 N. C. 186) on 
the ground that it did not provide for giving 
notice and a hearing to a person ordered to 
be sterilized, and did not afford him the 
right to appeal to the courts. This defect was 
the occasion for the passage of the 1933 act, 
in which it was remedied. 


Involuntary Sterilization 

The present law relates to involuntary 
sterilization of mental defectives both inside 
and outside state institutions. It provides 
that proceedings may be started by the head 
of any penal or charitable institution of the 
state, by the superintendent of public wel- 
fare of a county, or by the next of kin or the 
legal guardian of the patient. A petition is 
presented to the Eugenics Board of North 
Carolina, which is composed of “The Com- 
missioner of Public Welfare of North Caro- 
lina, the Secretary of the State Board of 
Health of North Carolina, the chief medical 
officer of an institution for the feebleminded 
or insane of the state of North Carolina, not 
located in Raleigh, the chief medical officer 
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of the State Hospital at Raleigh, the At- 
torney General of the state of North Garo- 
lina.” 

Proceedings shall be begun when the head 
of an institution or a county superintendent 
believes that sterilization of a mentally dis- 
eased, feeble-minded or epileptic person is 
“for the best interest of the mental, moral, 
or physical improvement of the patient,” or 
“for the public good,” or is needed to pre- 
vent the probable procreation “of a child or 
children who would have a tendency to se- 
rious physical, mental or nervous disease or 
deficiency.” The next of kin or legal guar- 
dian may also make a written request for 
sterilization of such a patient. 

If the Eugenics Board is satisfied that 
one or more of the above named reasons ex- 
ists, it may order “an operation of asexuali- 
zation or sterilization.” Notice of this order 
must be delivered “by registered mail, return 
receipt demanded, to all parties in the case, 
including the legal guardian, the solicitor and 
the next of kin of the inmate, patient or in- 
dividual resident.” 

The patient or someone in his behalf “may 
within fifteen days from the date of such 
order have an appeal of right to the Superior 
Court.” “Upon such appeal the said Superior 
Court may affirm, revise, or reverse the or- 
ders of the said board appealed from and 
may enter such order as it deems just and 
right and which it shall certify to said 
board.” “Any party to such appeal to the 
superior court may within ten days after 
the date of the first order therein, apply for 
an appeal to the Supreme Court... .” 

Two provisions of the act are of particular 
interest to physicians: 

Section 16: “Neither the said petitioner 
nor any other person legally participating in 
the execution of the provisions of this ar- 
ticle shall be liable, either civilly or crimin- 
ally, on account of such participation, except 
in case of negligence in the performance of 
said operation.” 

Section 17: “Nothing contained in this ar- 
ticle shall be construed so as to prevent the 
medical or surgical treatment for sound ther- 
apeutic reasons of any person in this state, 
by a physician or surgeon licensed in this 
state, which treatment may incidentally in- 
volve the nullification or destruction of the 
reproductive functions.” 


LEGALITY OF STERILIZATION—BRADWAY 


Voluntary Sterilization 

Thus far the discussion relates to invol- 
untary sterilization. For voluntary steriliza- 
tion there appears to be no statute in North 
Carolina. An example of a case involving vol- 
untary sterilization occurs when a mentally 
normal adult walks into a doctor’s office and 
asks that the operation be performed. Here 
a different set of questions arise. Certainly 
in all such cases the physician should require 
a signed release or a signed contract and 
should preserve it carefully with his records 
of the case, so that no lapse of memory on 
the part of the patient can cause trouble. 
The legal question involved here is whether 
the release or contract will be recognized by 
a court as a legally effective bar to later 
action against the physician. 

Since there is no statute in North Carolina 
giving physicians protection in such cases, 
we seek information from the rules of Eng- 
lish common law, from which much North 
Carolina law is derived. In English common 
law there was a criminal offense known as 
mayhem. This offense was in the nature of 
aggravated assault because it rendered the 
victim less able to fight, annoy his enemy, 
or defend himself. Castration, as one form 
of mayhem, became in most of the states of 
the United States a felony. 

In North Carolina there are three offenses 
in this field: malicious castration (G. S. Sec. 
14-28), castration or other maiming without 
malice aforethought (G. S. 14-29), and ma- 
licious maiming (G. S. 14-30). 

A phrase which occurs in the definitions 
of each of these acts is pertinent to this dis- 
cussion: “With intent to murder, maim, dis- 
figure, disable or render impotent” is the 
way it is set forth in the definition of ma- 
licious castration. This intent is an impor- 
tant element of the crime. 

A physician who in good faith performs 
an operation on a patient may very reason- 
ably argue that the penalty of the statute 
does not apply to him, because he had no 
criminal intent to murder, maim, disfigure, 
disable, or render impotent the patient. 
There seem to be no cases decided by the 
courts of North Carolina on this subject of 
the effect of the physician’s good faith in 
sterilization cases. 

The general law was discussed by Miller 
and Dean in an article, “Liability of Physi- 
cians for Sterilization Operations,” which 
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appeared in the Journal of the American Bar 
Association in 1930. Discussing the matter of 
criminal liability under English common law 
and modern statutes, these authors stated: 

“If the consent of the person were given, it is 
probable under present day statutes that there would 
be no liability for mayhem, for consent given would 
usually warrant the conclusion that malice, a neces- 
sary element of the crime, was not present in the 
mind of the physician. This would not necessarily 
follow, however, for malice on the part of the op- 
erator may exist concurrently with consent on the 
part of the patient.” 

Concerning the matter of civil liability 
they had this to say: 

“In those states in which there is no penal provis- 
ion prohibiting a sterilization operation by the mod- 
ern methods, the general rule of tort law would 
seem to apply and the consent of the party to submit 
to the operation should be a complete shield against 
civil liability on the part of the operating physician, 
provided the operation was performed without neg- 
ligence.” 

They found exceptions to this reasonable 
point of view in particular classes of cases: 

1. When the patient is rendered sterile by 
unauthorized liberties taken by the physi- 
cian. 

2. When the patient has submitted to the 
operation, but is legally incapable of giving 
a binding legal consent. In the case of a 
minor (a person less than 21 years of age), 
at least the consent of the parent or guar- 
dian should be required. In the case of a mar- 
ried man or woman, the consent of the spouse 
should be required to prevent the spouse from 
bringing an action for damages against the 
physician. 

Case Reports 

Among the cases in which the courts have 

dealt with the subject, two may be men- 


tioned. 

In the case of Buck v. Bell (274 U. 8. 200 
(1927)) the Supreme Court of the United 
States upheld the constitutionality of the 
Virginia sterilization law. Justice Holmes, 
speaking for the court, said: 


“In view of the general declarations of the legis- 
lature and the specific findings of the court ob- 
viously we cannot say as matter of law that the 
grounds do not exist, and if they exist they justify 
the result. We have seen more than once that the 
public welfare may call upon the best citizens for 
their lives. It would be strange if it could not call 
upon those who already sap the strength of the 
state for those lesser sacrifices, often not felt to 
be such by those concerned, in order to prevent our 
being swamped with incompetence. It is better for 
all the world, if instead of waiting to execute degen- 
erate offspring for crime, or to let them starve for 
their imbecility, society can prevent those who are 
manifestly unfit from continuing their kind. The 
principle that sustains compulsory vaccination is 
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broad enough to cover cutting the Fallopian tubes - - 
three generations of imbeciles is enough.” 

In the case of Christensen v. Thornby 
(255 N. W. 620 (1934)) the physician, to 
protect the health of the wife, performed 
a vasectomy on the husband, at his request. 
It was unsuccessful and the husband sued 
the doctor, who insisted that the operation 
was in pursuance of a contract. The issue 
in the case then turned upon the question as 
to whether a contract on a matter of this 
sort was against public policy. The Minne- 
sota Supreme Court said: 


“Plaintiff was married and presumably would 
remain married to his present wife, who had been 
competently advised of the danger of further preg- 
nancy. The operation of sterilization upon a man 
is a simple one, accompanied by very slight hazard, 
whereas that upon a woman is more serious and re- 
quires a greater degree of skill on the part of the 
physician. It entails hospitalization. It is frequently 
performed upon women who habitually miscarry or 
abort. As far as pregnancy is concerned, the results 
to this married couple would be the same were ef- 
fective sterilization performed upon either. There- 
fore, in our opinion, it was entirely justifiable for 
them to take the simpler and less dangerous alterna- 
tive and have the husband sterilized. Such an opera- 
tion does not impair but frequently improves the 
health and vigor of the patient. Except for his in- 
ability to have children, he is in every respect as 
capable physically and mentally as before. It does 
not render the patient impotent or unable ‘to fight 
for the king’ as was the case in mayhem or maim- 
ing. We therefore hold that under the circumstances 
of this case the contract to perform sterilization 
was not void as against public policy, nor was the 
performance of the operation illegal on that ac- 
count.” 

Summary 


Involuntary sterilization of the insane or 
mentally deficient is provided for by a North 
Carolina statute after the case has received 
the approval of the Eugenics Board. Those 
participating in the procedure are exempted 
from liability except in case of negligence. 

No other law affecting sterilization ap- 
pears on the North Carolina statute books. 
Those who have studied the subject believe 
that a doctor may protect himself from fi- 
nancial liability in cases of voluntary sterili- 
zation by the use of a properly drawn release 
or contract. They also believe that there is 
no criminal liability on the ground that ster- 
ilization might be considered to be mayhem. 
No case bearing directly on this matter has 
been tried in the North Carolina courts. 

There is reason to urge that the Medical 
Society of the State of North Carolina, 
through its Legislative Committee, give con- 
sideration to the desirability of a new law 
to remove any existing doubts on the sub- 
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ject. A properly drawn statute prescribing 
the conditions and safeguards under which 
voluntary sterilization may be performed 
would be helpful to both physician and pa- 
tient. 


THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


PHYSICIANS OF NORTH CAROLINA 


Mrs. J. C. TRENT, Editor 
DURHAM 
EPHRAIM BREVARD 


While the cultural opportunities in eigh- 
teenth-century North Carolina were much 
greater in the coastal towns because of con- 
tacts with England, there were trading cen- 
ters, saw mills and flour mills in the western 
part of the colony, and early title deeds show 
that weavers, joiners, coopers, wagon-mak- 
ers, wheelwrights, wine-makers, surveyors, 
fullers, teachers and merchants were among 
the early settlers”. Literary and oratorical 
skills, as well as abilities in statesmanship, 
were developed also, as was demonstrated in 
the careers of men like Ephraim Brevard. 
Henderson”) says that his library must have 
been rich in the works of medicine, science, 
history and government, as a result of the 
“production of his pen.” 

Brevard was descended from a French Hu- 
guenot who had escaped to Northern Ireland 
following the revocation of the Edict of 
Nantes. From there he emigrated to Mary- 
land. One of the members of his family, John 
Brevard, was the father of Ephraim, about 
whose birth date there is some question. It 
is known that he was born about 1750, the 
eldest of eight sons, and that his early home 
was in the area which after 1767 became 
Mecklenburg County. He had the misfortune 
of losing the sight of one eye in his boyhood, 
but he never allowed this to interfere with 
his career. 

Education in North Carolina had been 
given an impetus with the coming of the 
Scotch-Irish, and as their settlements were 
built, the church and schoolhouse became 
centers of interest. Brevard’s family shared 


1. Groome, B. T.: ag Sepa in the Revolution, 1740-1783, 
Charlotte, 1931, p. 

2. Henderson, A.: Korth Carolina; The Old North State and 
the New, Chicago, Lewis Publishing Co., 1941, v. 1, pp. 590- 
592. 
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this keen interest in education, and in prep- 
aration for Princeton, Ephraim was sent to 
grammar school in Prince-Edward, Virginia, 
at the close of the Indian war. Then, follow- 
ing further schooling in Iredell County and 
graduation from Princeton in 1768, he taught 
in Maryland. He was thus enabled to study 
medicine with Dr. David Ramsay“, who was 
practicing there. About the time Ramsay 
moved to Charleston, South Carolina, Bre- 
vard established himself as a physician in 
Charlotte, North Carolina. Tompkins’ says 
that “he certainly began the practice of his 
profession as early as 1772, when he began 
to have accounts against several estates for 
‘medicines and visits’.” 

Events moved swiftly during the year of 
1774, and feeling against England was mount- 
ing. Rowan County organized a committee 
of safety on August 1 of that year, and nine 
months later Mecklenburg followed with a 
similar group. The village of Charlotte con- 
tained the courthouse of Mecklenburg Coun- 
ty, and was the seat of a young literary in- 
stitution known as Queen’s Museum, which 
was the center of great political interest all 
through the spring of 1775. Party lines were 
sharply drawn, and groups of patriotic citi- 
zens held meetings in the hall of the college, 
discussing the state of the colonies and airing 
grievances regarding oppression by the 
Crown. Ephraim Brevard was the leader of 
many of these debates. Governor Martin had 
relied on these western counties in the days 
of crisis, and had written Lord Sandwich: 
“T have no doubt that I could command their 
best services at a word in any emergency. I 
consider I have the means in my own hands 
to maintain the sovereignty of this country 
to my royal master in all events.’’) His opti- 
mism was short-lived. 

On the first of May, 1775, Richard Cas- 
well, while on his way to the Continental Con- 
gress as a delegate from North Carolina, met 
a New England courier hurrying southward 
with the news of the Battle of Lexington, 
April 19. Eighteen days later the courier 
reached Charlotte, and a month following the 
“shot heard ’round the world,” the aroused 
people of that town appointed a committee 


3. Dr. David Ramsay, famous patriot and historian of the 
Revolution. 

4. Tompkins, D. A.: History of es County and the 
City of Charlotte, Chariotte, 1903, p. 

5. Moore, J. W.: History of North Coniann. Raleigh, Alfred 
Williams, 1880, pp. 186-187. 
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to draw up suitable resolutions regarding this 
emergency. The cause of Massachusetts was 
also theirs; and to Brevard was given the 
task of framing the sentiments of these meet- 
ings”, The prolonged controversy over the 
Mecklenburg Declaration of May 20, 1775, for 
almost a century and a half has tended to 
obscure and minimize the other notable con- 
tributions to political literature made by pub- 
lie leaders of these western counties in 1775 
and 1776). 

On May 31, 1775, Brevard was secretary 
for the county meeting which prepared a se- 
ries of twenty resolutions declaring the ex- 
isting government dissolved, branding as 
traitor all those accepting orders from the 
Crown, establishing a new administration for 
the county, and calling for a unity among 
the people to maintain their rights. These 
were sent to the North Carolina delegates 
to the Provincial Congress, and were printed 
in the South Carolina Gazette on June 13, 
1775, and in the North Carolina Gazette three 
days later. Governor Wright of Georgia wrote 
to a state official in England on June 20, 
“By the enclosed paper your lordship will 
see the extraordinary resolves by the people 
in Charlotte town in North Carolina, and I 
should not be surprised if the same should 
be done everywhere else .. .”*” Since the 
resolutions were indubitably drafted by a 
lawyer or someone acquainted with the in- 
tricacies of government, Brevard’s intellec- 
tual eminence does not rest upon these but 
on his instructions to the delegates from his 
county to the Provincial Congress of Novem- 
ber, 1776. The manuscript is in Brevard’s 
hand and exhibits the author’s profound com- 
prehension of the great imponderables for 
which the colonies were staking their all: 
“democracy, equal representation, the exten- 
sion of suffrage, security of property rights, 
individual, political and religious liberty, un- 
alterable opposition to any form of church 
establishment and the irrevocable divorce of 
church and state.” The hall of Queen’s Mu- 
seum, which had fallen into decay by the end 
of the Revolution, “has been fittingly called 
by Lossing the ‘Faneuil Hall of North Caro- 
lina’.”®) 

The interior communities of the Carolinas 
were isolated from the seaboard, and at first 
took but a small part in the war because of 
a “distrust of tidewater Whig politicians, 
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several of whom had supported the royal 
governor against the Regulars.’’*) The set- 
tlements were remote from each other, and 
for a long time the only road that reached 
Mecklenburg County from the outside was 
an old buffalo trail that crossed the Yadkin 
River at Salisbury and ran through to the 
Catawba nation south of Charlotte. Differ- 
ences in political traditions existed between 
foreign groups who had settled inland, but 
there were many Scotch-Irish who had suf- 
fered from religious and economic hardships 
in Ireland, and “their Presbyterian clergy 
commonly held Puritan ideas about the right 
to resist tyrannical rulers.”*) As a Presby- 
terian dissenter, Brevard strongly opposed 
the establishment of a national church. 

“Among the Scotch-Irish who took an early 
part in the Revolution were those of Meck- 
lenburg and adjoining counties; and in the 
end, the back country of the lower South 
became the scene of peculiarly ruthless bor- 
der warfare.’ In the summer of 1776, Gen- 
eral Rutherford was engaged in a campaign 
against the Cherokee Indians. Dr. Brevard 
served in the company under Captain Charles 
Polk. He returned home following the sign- 
ing of a peace treaty, but on the death of 
his youthful wife, he again entered the army 
as a surgeon. His seven brothers were sol- 
diers also, and because of this record, their 
mother’s home was burned by a detachment 
from Cornwallis’ army. Ephraim was taken 
prisoner at the surrender of Charleston on 
May 12, 1780, but his confinement and un- 
wholesome food made him so ill that he was 
eventually released and permitted to return 
home. He went first to the house of his 
friend, John McNitt Alexander; and _ his 
health was so broken that he was unable to 
leave. He died there in 1783. 

Brevard’s name is firmly established in 
the annals of North Carolina as a medical 
man of the Revolution, a distinguished or- 
ator, and a leader in democratic thought. 

Henderson says that “in depth and vision, 
Brevard’s instructions surpass any of Pat- 
rick Henry’s political writings and rank Bre- 
vard with the best political essayists on the 
structure and purpose of democracy.’’”) 


. Greene, E. B.: The Revolutionary oe 1763-1790, 
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THE NINETY-SIXTH ANNUAL 
SESSION 


The atmosphere of the ninety-sixth an- 
nual session of the Medical Society of the 
State of North Carolina was quite different 
from that of the Sesquicentennial meeting 
held last year. Then the main address, aside 
from President Robertson’s, was frankly 
critical of the American Medical Associa- 
tion. This year the parent organization was 
ably represented by Dr. George Lull, its 
secretary and general manager, who spoke 
at the Officers’ Breakfast and at the First 
General Session; by Dr. Thomas G. Hull, 
director of the scientific exhibit of the 
A.M.A. since 1930, who presented an exhibit 
on cosmetic dermatitis; by Mr. George 
Cooley of the Council on Medical Service, 
who had an exhibit on voluntary health in- 
surance; by Dr. Frank Wilson, deputy medi- 
cal director of the Washington office of the 
A.M.A., who spoke at the Second General 
Session; and by Dr. Elmer Hess, of Erie, 
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Pennsylvania. The impression created by 
each of these men was most favorable, and 
did much to strengthen the bonds between 
our State Society and the American Medical 
Association. 

The address of President Murphy met 
with general approbation, and well deserves 
the leading position in this month’s issue of 
the NORTH CAROLINA MEDICAL JOURNAL. Mr. 
John McPherrin, editor of the American 
Druagist, followed Dr. Murphy at the Presi- 
dent’s Dinner. Mr. McPherrin spoke on the 
British National Health Insurance Scheme, 
basing his address on personal interviews 
with all sorts of people during a six weeks’ 
visit to England. Those interviewed included 
Minister of Health Aneurin Bevan, profes- 
sors, doctors, and druggists, but for the most 
part were from the mass of people en- 
countered in the British “pubs.” The strik- 
ing contrast between Mr. McPherrin’s ad- 
dress and that of Dr. Morgan last year was 
apparent to all who were present on both 
occasions. It was evident that the difference 
was pleasing to nearly everyone. 

The work of the House of Delegates was 
made easier by the fact that the Executive 
Council reviewed the reports of the various 
committees the day before; and, in turn, 
both the Executive Council and the House 
were greatly helped by having had conies 
of most of the committee reports in their 
hands two weeks before the Annual Session. 
Had it not been for the inevitable discussion 
of the final proposal of the Hart Committee 
for a Prepaid Medical Insurance Plan, the 
House would have adjourned by a very early 
bedtime. As it was, President Murphy ac- 
complished the unprecedented feat of finish- 
ing the afternoon session an hour ahead of 
schedule. 

It is doubtful if more important measures 
have ever been enacted at any one annual 
session. Dr. Roscoe McMillan’s Committee 
to Revise the Constitution and By-Laws 
made some important and_ constructive 
changes. Among the most important are the 
following: 

1. Two new classes of members are to be 
admitted: (a) students (including under- 
graduates who have successfully passed the 
first two years of the course in an approved 
medical school, and graduates who are house 
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officers); and (b) affiliate members, in- 
cluding doctors who are engaged in teach- 
ing, research, public health, or other salaried 
positions whose total professional income 
does not exceed an amount to be set from 
time to time by the Executive Council. Stu- 
dent members are to pay only $3 annual 
dues; affiliate members, one half the reg- 
ular annual dues. 

2. Provision is made for a speaker and 
a vice speaker of the House of Delegates. 

3. The Council described in Chapter VIII 
of the old By-Laws is to be merged with the 
Executive Committee described in Chapter 
IX, and the new group is to be called the 
Executive Council. The two groups have 
been so nearly identical that there was no 
excuse for both. 

4. Provision is made for a Reference 
Committee on Resolutions and on Reports of 
Officers, and for such other reference com- 
mittees as the Speaker of the House may 
deem necessary. 

5. Hereafter the Nominating Committee 
shall be selected a year in advance, so that 
there will be ample time for due considera- 
tion of the nominees. No member of this 
committee shall hold any elective office in 
the Society, and the committee shall nomi- 
nate none of its members for any office in 
the Society. 

Following the example of Colorado, Okla- 
homa, and a number of other states, the 
House of Delegates voted to set up a Griev- 
ance Committee for the state, and to give its 
establishment “full publicity so that the 
people of the state may be made aware of its 
functions.” 

Perhaps the most important action taken 
by the House was the adoption, by unani- 
mous vote, of the resolution offered by Dr. 
V. K. Hart on behalf of his committee, to 
set up a prepaid medical service plan. This 
plan is to be administered by a non-profit 
organization composed of both doctors and 
laymen, but with the provision that a ma- 
jority of the members shall be doctors. Only 
medical and surgical care is included in the 
plan, and hospital costs will not be covered. 
The resolution and further information 
about the plan will be published later. 

Out of the many names presented to it, 
the Committee to select North Carolina’s 
candidate for the General Practitioner 
Award selected three to be voted on by the 
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House. Dr. Roscoe McMillan received the 
highest number of votes and in addition to 
being elevated to the presidency of the So- 
ciety at this meeting, he has the honor of 
being North Carolina’s candidate for the 
General Practitioner Award in 1951. 

The new Board of Medical Examiners was 
elected at the second General Session, on 
Wednesday morning. For the first time since 
many old timers can remember, all seven 
members were elected on the first ballot. 
These were Dr. Amos N. Johnson, Garland; 
Dr. N. P. Battle, Rocky Mount; Dr. L. R. 
Doffermyre, Dunn; Dr. Joseph J. Combs, 
Raleigh; Dr. H. C. Thompson, Shelby; Dr. 
J. P. Rousseau, Winston-Salem; and Dr. C. 
M. Hedrick, Lenoir. 

The choice of Dr. Fred Hubbard of North 
Wilkesboro for president-elect met with 
hearty approval. For many vears Dr. Hub- 
bard has given freely of his time and ability 
in serving the Society, and he well deserves 
the honor. The nominating committee 
showed good judgment in selecting other 
officers of the Society: Dr. Joseph A. Elliott, 
Charlotte, first vice president, and Dr. Hen- 
derson Irwin, Eureka, second vice president. 

The final General Session was marked bv 
the installation of Dr. Roscoe McMillan as 
president, succeeding Dr. Westbrook Mur- 
phy. Few men have done more for the So- 
ciety than has Roscoe, and no man has ever 
more clearly earned the right to be its 
Jeader. The best wishes of all his friends 
go with him as he assumes his responsible 
role. 

Nearly everyone who attended the ses- 
sions of the House of Delegates and the 
President’s Dinner must have come away 
with the impression that the members of the 
medical profession of North Carolina and 
of the United States are more united than 
ever before in their opposition to compulsory 
health insurance as the first long step to- 
ward complete socialization of the country. 
Although there is little danger that a na- 
tional health insurance bill will be passed 
by this Congress, there will be no letup in 
the efforts of the present administration to 
force socialism on the country. The medical 
profession will have to bear much of the 
brunt of the fighting for a long time to come. 
The indications at Pinehurst were that 
North Carolina doctors will do their share. 


| 

| 
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EDITORIAL NOTES 


The attendance this year was slightly less 
than at last year’s record-breaking Sesqui- 
centennial Session. Approximately 900 doc- 
tors registered. The Auxiliary had about 
350 members present, and from all available 
evidence the ladies, in the old phrase, ‘“en- 
joyed themselves.” 

There were an unusual number of guest 
speakers. Besides the guests of the Society, 
Dr. Eugene Pendergrass of Philadelphia was 
the guest of the Section on Radiology, and 
Dr. J. Warrick Thomas of Richmond, of 
the Section on General Practice. Both of 
these men spoke in General Sessions, and 
both made excellent contributions. Dr. Pen- 
dergrass spoke on “The Diagnosis of Breast 
Carcinoma,” and Dr. Thomas on “Gastro- 
intestinal and Food Allergy.” 

* * 


Dr. Elmer Hess, who spoke before the 
First General Session, was chairman of the 
Committee on Hospitals and the Practice of 
Medicine in the Chicago meeting of the 
A.M.A. in 1948. The report of this commit- 


tee, now widely known as the “Hess Report,” 
has done much to clarify the position of the 
medical profession on the practice of medi- 
cine by hospitals. Dr. Hess spoke on “The 
Corporate Practice of Medicine in the Rela- 
tionship of Hospitals and the Profession.” 


* 


The fact that Dr. George Lull’s son, also 

a doctor, is now living at Fort Bragg, where 

he is with the Medical Corps as a radiologist, 

gives us additional interest in the genial sec- 

retary of the American Medical Association. 
* k 


Mr. LeRoy H. Cox, the newly elected di- 
rector of public relations, spoke at the Of- 
ficers’ Breakfast and also before the House 
of Delegates. He made a very favorable im- 
pression, both as a public speaker and as an 
individual. It seems that our Society has 
been unusually fortunate in its choice of lay 
executives, 

* ak * 

The news of Senator Pepper’s defeat in 
Florida was received with unrestrained en- 
thusiasm, and blended well with the ad- 
dresses of President Murphy, Dr. George 
Lull, Dr. Frank Wilson, and Mr. McPherrin. 


* 
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Less than a minute was required to re- 
elect Drs. Hubert Royster and George Har- 
rell as members of the Editorial Board of the 
NORTH CAROLINA MEDICAL JOURNAL, to 
serve for another four years. 

* ok * 


There is little doubt but that most of those 
who heard Dr. George Lull’s explanation of 
the A.M.A.’s $25 dues will pay this tribute 
to the parent organization much more cheer- 
fully than might have been the case other- 
wise. The money is being expended wisely, 
and every effort is made to keep the pay- 
ment from working a hardship on any 
member. 


* * ck * 


TABLETS OR TUBS? 


For a long time the writers of advertising 
copy have done much to take the joy out of 
living by stressing the horrible results of 
halitosis, “B.O.,” and unclean lingerie. Those 
guilty of “offending” have been threatened 
with dire consequences, ranging from being 
a wallflower at dances to losing a job or a 
matrimonial prospect. The effectiveness of 
such advertising must have been greatly en- 
hanced in New York by the current water 
shortage. It is quite fitting, therefore, that 
an antidote for all unpleasant odors is de- 
scribed in the New York State Journal of 
Medicine for March 15"). This is a chloro- 
phyll preparation which, taken daily in a 
100 mg. tablet, is “effective in neutralizing 
the obnoxious odors of the body from pers- 
piration ... for eighteen or more hours.” It 
also “effectively neutralizes obnoxious odors 
in the mouth from foods, beverages, tobacco, 
and metabolic changes (halitosis).” 

The possibilities of such medication would 
seem almost limitless. Instead of taking a 
time-consuming bath, one need only swallow 
a tablet. The dentist may be needed to clean 
and fill one’s teeth occasionally — but no 
longer will he have the unpleasant duty of 
warning Mary that she will lose John unless 
she changes toothpastes. 

Now it remains for some genius to dis- 
cover a tablet that will remove the 5 o’clock 
shadow quickly and without effort. 

1, Westcott, F. H.: Oral Chlorophyll Fractions for Body and 


Breath Deodorization, New York State J. Med. 50:698-700 
(March 15) 1950. 
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THE WORLD MEDICAL ASSOCIATION 
BOOSTS THE GENERAL PRACTITIONER 


The leading editorial of the World Medical 
Association Bulletin for January, 1950, is 
devoted to “The General Practitioner and 
Medical Progress.” This editorial says in 
part: 


A most important discussion during the meeting 
of the World Medical Association, held in London 
in October, 1949, concerned the status of the general 
practitioner in various nations of the world. A spe- 
cial committee on postgraduate medical education 
was headed by Dr. J. A. Pridham of England and 
included also representatives from Cuba, Austria, 
France and India. . . . Of the general practitioner, 
the committee reported: 

“Lip service is paid to him as the backbone of 
medicine, and it is true that he should be. There is 
a danger, however, that he may become relegated 
to the position of one who sorts out patients for 
reference to a particular specialist. Yet the develop- 
ment of medicine is giving the general practitioner 
an ever more important role. As specialties multiply 
and become more complex and their techniques more 
difficult, there is increasing need for the highly 
educated doctor with a wide outlook and wide knowl- 
edge, who knows his patient from observation over 
years, knows his environment, knows his family 
background, and can view his case as a whole. He 
will know when to call in the aid of a specialist, and 
will be able to assess the advice. There is danger 
to the patient who chooses his own specialist, and 
he often wanders from one to the other, with no 
family doctor to help him.” 

* 

Especially significant was the recommendation 
that hospitals should welcome visits from general 
practitioners. Posts as clinical assistantships should 
be created and made available for general practi- 
tioners. Moreover, the committee recommended that 
hospitals for use by general practitioners should be 
made available wherever possible or that beds should 
be assigned to use by general practitioners in ordi- 
nary hospitals where the general practitioner may 
attend his own cases and where he may have avail- 
able the help of specialists. The,committee urged 
that all national medical associations should give 
these questions consideration and take appropriate 
action. 

In the discussion of the report, delegates 
from all over the world agreed that the gen- 
eral practitioner is the backbone of the medi- 
cal profession, and “that the general practi- 
tioner should be ranked as highly as any spe- 
cialist.” 

Finally, a resolution introduced by Dr. 
John Cline of California was amended slight- 
ly and adopted as follows: 

Hospitals should welcome visits from general prac- 
titioners. Posts should be made available to them 
where possible. Such posts are of benefit both to 
the specialist and the general practitioner. There 
should be general practitioner beds in hospitals, and 
general practitioners should be integrated into the 
hospital service. In this manner a general practi- 
tioner will become a better doctor and have more 
interest in his work. 
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LET THE PEOPLE DECIDE 


Recently Congressional representatives 
from three states have conducted polls to 
determine the views of their constituents on 
various political issues. One of the items in- 
cluded in all three of the questionnaires was 
concerning socialized medicine. 

Representative J. Harry McGregor of Ohio 
found that only 10 per cent of 2000 people 
replying answered “yes” to the question, ““Do 
you favor any type of federal legislation 
placing the medical and dental profession 
and operation of our hospitals under Federal 
control?” Representative Thomas E. Martin 
of Iowa received more than 4000 replies to 
his questionnaire; only 14 per cent of those 
replying stated that they favored socialized 
medicine. Representative Henry J. Latham 
of New York has received 20,000 replies, of 
which only 5000 have been tabulated; 13 per 
cent of these gave an affirmative answer to 
the question, “Do you favor socialized medi- 
cine?” 

Apparently the more the people learn 
about compulsory health insurance, the less 


they want it. 
* * * * 


COLUMNAR CALUMNY 


Representative Thurmond Chatham needs 
no defense from the malicious attack made 
upon him by columnist Drew Pearson re- 
garding the number of roll calls he answered 
in the last Congress. His legion of friends 
have no doubt of his integrity, and it will 
take a better man than Drew Pearson to 
succeed in hurting him politically by at- 
tempting to show that he is merely a play- 
boy. 

The friends of Congressman Chatham re- 
sent deeply the fact that Mr. Pearson made 
no attempt to learn the true story. The only 
time that Mr. Chatham was absent from 
Washington for any length of time while 
Congress was in session, except when he was 
on an official trip to Europe, was during 
his wife’s last illness. 

It is unfortunate that such a diligent 
“specialist in other people’s duties” (to quote 
H. L. Mencken) feels called upon to spend 
so much time in muckraking. Fortunately, 
Thurmond Chatham is much more favorably 
known in these parts than is Drew Pearson. 
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Clinicopathologic Conference 


Bowman Gray School of Medicine of Wake 
Forest College 

A 34 year old male mill worker was first 
seen in the emergency room of the North 
Carolina Baptist Hospital at 9:15 p.m. on 
March 4, 1949. He stated that he had been 
in his usual good health until three weeks 
prior to admission. At this time, while work- 
ing in the mill, he had a sudden severe pain 
in his chest (the patient pointed to the area 
just below the jugular notch), which lasted 
for only two or three minutes. He did not 
stop work or otherwise interrupt his routine, 
and did not see a physician. A week later he 
had a similar pain in the same location; this 
also lasted only a few minutes, and occurred 
while he was at work in the mill. He became 
frightened and went home in a taxi, but im- 
mediately felt well again and did not see 
a physician or lose time from work. He de- 
clared that he had no further symptoms 
until 6 or 6:30 p.m. on the day of admission, 
when he was shooting pool with some friends. 
The severe pain just below the jugular notch 
recurred suddenly, and soon radiated into the 
back of the chest, and down the lumbar re- 
gion to the base of the spine. After fifteen 
minutes or so, the pain more or less sub- 
sided. 

At the time of admission he declared that 
he was having no pain at all. He denied spe- 
cifically having pain in his back, arms, head, 
or neck. His chief complaint on being seen 
in the emergency room was a numb, queer, 
useless feeling of the left leg. He stated that 
he could use his leg satisfactorily, but that 
it felt weak and that if he used it very 
much he began to have pain in the calf and 
thigh. 

The past history contributed little. The pa- 
tient stated that he had never had a heart 
attack or high blood pressure. He admitted 
having “growing pains” in his youth, but 
evidently these were not very severe and had 
never required his going to bed. His only 
operation was an appendectomy one year 
prior to admission. For a “long time” he had 
had a little cough and phlegm which he 
thought were associated with the use of cig- 
arettes. There had been no hemoptysis, tu- 
berculosis, or pneumonia. His appetite, diges- 
tion, and bowel habits had always been nor- 
mal, and he had never been jaundiced. He 
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denied venéreal disease and complained of 
no allergies or neuromuscular disease. The 
family and marital histories were irrelevant. 

Physical examination: The temperature 
was 99 F., the pulse 70, blood pressure 134 
systolic, 82 diastolic. The patient was a well 
developed, well nourished white man, who 
was rolling and tossing as he lay on the am- 
bulance stretcher. He appeared to be very ill. 
The skull, skin, eyes, fundi, nose, throat, and 
ears were essentially normal. The neck 
showed no venous pulsations and no stiff- 
ness; the arterial pulsations in the neck were 
normal. The chest was symmetrical; tnere 
was good expansion, and the lungs were 
clear. The heart rate was 70; the rhythm 
was regular, and there was no enlargement. 
The point of maximum impulse could not 
be seen, and the sounds were of good quality. 
A soft systolic murmur was heard just in the 
second left interspace; there was no diastolic 
murmur. 

The abdomen was slightly distended and 
showed a buttonhole scar in the right lower 
quadrant; there was some voluntary muscle 
spasm, but this could all be overcome by a 
painstaking examination. No areas of ten- 
derness were noted, and peristalsis was ac- 
tive. No masses were felt, and none of the 
viscera were definitely palpable. The abdom- 
inal aorta was palpable, and the systolic 
murmur was heard over it. It was heard 
best in the epigastrium, and could be fol- 
lowed distalward into both lower quadrants 
along the course of the vessels. The geni- 
talia were normal and rectal examination was 
negative. 

No pulsations were found in the femoral, 
popliteal, dorsalis pedis, or posterior tibial 
arteries on the left side, although all of 
these vessels were palpable in the right leg. 
The left leg had a grayish blue hue. The 
left thigh appeared a little larger than the 
right, but the lower legs were symmetrical. 
There was no pitting edema and no visible 
or palpable veins. The patient could move 
his left leg, but complained of pain. The left 
leg was cold and blanched rather easily on 
pressure. The blood pressure in the right 
leg was 140 systolic, 82 diastolic; in the left 
leg it could not be obtained. 

Accessory clinical findings: The hemoglo- 
bin was 15 Gm. The electrocardiogram was 
described as showing a “normal sinus 
rhythm, no EKG evidence of myocardial dis- 
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ease.” Piain films of the chest and abdomen 
were described as “negative.” 

Course in the hospital: It was decided to 
operate immediately, and an exploratory pro- 
cedure was carried out through a long left 
rectus incision. Spinal Pontocaine, ethylene, 
oxygen, and ether were used as anesthetic 
agents. The patient was returned to his 
room, placed in an oxygen tent, and given 
sedation and supportive therapy. The pulse 
rate gradually rose and the blood pressure 
fell. There was cyanosis of the nailbeds, and 
the patient vomited coffee ground material 
just prior to his death, approximately eight 
hours after operation. 

Clinical Discussion 

Dr. R. T. Myers: Probably the simplest 
approach to establishing a diagnosis in this 
case would be a consideration of the possi- 
bilities which could cause death in a pre- 
viously healthy adult within twelve to four- 
teen hours. When death occurs in a matter 
of seconds or minutes, it is termed instan- 
taneous. When a previously well patient dies 
in a matter of hours, his demise is termed 
unexpected. The case under consideration 
falls into this latter classification. 

The cause of unexpected deaths may be 
classified into four main categories: those 
involving (1) the central nervous system, 
(2) the respiratory system and (3) the car- 
diovascular system, and (4) a small group 
of miscellaneous accidents. In the central 
nervous system, a massive stroke or rupture 
of an intracranial aneurysm, either in the 
circle of Willis or in the basilar artery, might 
cause an unexpected death. Our patient, 
however, had no localizing neurologic find- 
ings; his neck was not stiff; and he was 
lucid and did not complain of headache. 

It is conceivable that some freak accident 
in the respiratory system, such as a bilateral 
spontaneous pneumothorax or a_ unilateral 
tension pneumothorax, could cause death in 
a matter of hours, but the fact that the pa- 
tient had no evidence of any respiratory dif- 
ficulty would tend to exclude such accidents 
as the cause of his death. 

In the small miscellaneous group, one 
might consider a very severe infection such 
as the Waterhouse-Friderichsen syndrome, 
which can cause death in a matter of 
hours. The history did not indicate such an 
infection, however, and the patient did not 
have fever, generalized purpuric spots, or 
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other manifestations of this rapidly pro- 
gressive infection. 

Analysis of a large series of autopsies has 
shown that about 90 per cent of all instan- 
taneous and unexpected deaths result from 
accidents in the cardiovascular system. Sta- 
tistically speaking, therefore, the most likely 
cause of our patient’s death is a cardiovas- 
cular accident. Several aspects of the history 
give additional support to this theory: (1) 
chest pain, (2) murmurs in the chest and 
abdomen, and (3) arterial occlusion in the 
left lower extremity. 

Among the various cardiovascular acci- 
dents which might cause unexpected death, 
a massive pulmonary embolus can be prac- 
tically excluded in this case. There was no 
history of an antecedent cause for thrombo- 
embolic disease, such as an operation, injury, 
or infection. It is true that massive pulmon- 
ary embolism may result from spontaneous 
thrombus formation in the venous tree, but 
this is a rare possibility. Our patient had no 
respiratory signs or symptoms, and there had 
been no hemoptysis. Although he did have 
evidence of vascular disease in the left leg, 
the findings were definitely arterial and not 
venous. Furthermore, death due to massive 
pulmonary embolism is usually instantan- 
eous. 

Since the history suggests the possibility 
of rheumatic heart disease, we must investi- 
gate the potentially fatal complications which 
may result from this condition. Mitral sten- 
osis with associated auricular fibrillation and 
the release of a formed atrial thrombus might 
explain the vascular occlusion in the leg, but 
would not account for the chest pain. Fur- 
thermore, the usual murmurs associated with 
mitral stenosis were not heard on physical 
examination, and the electrocardiogram was 
reported negative. Sudden death resulting 
from aortic stenosis is usually instantaneous, 
and the physical findings necessary to sub- 
stantiate this diagnosis—namely, a definite 
thrill, murmur, and narrowed pulse pressure 
—are lacking. Each of these lesions might 
be complicated by subacute bacterial endo- 
carditis, but in the absence of any history of 
a febrile illness, fever, splenomegaly, or other 
manifestations of peripheral embolic phe- 
nomena, this possibility seems unlikely. In 
certain cases of acute rheumatic fever sud- 
den death has resulted from an anaphylac- 
toid type of reaction which causes edema at 


4 

‘ 


May, 1950 


the coronary ostia, but the absence of joint 
_pain, fever, and electrocardiographic 
changes is against this diagnosis. 

Coronary artery disease, and more speci- 
fically occlusive coronary artery disease, 
must be considered as a possible cause of 
this man’s death. If one surmises that the 
previous episodes of chest pain were anginal 
and that the attack immediately preceding 
admission was a massive coronary occlusion, 
then one might have an adequate explanation 
of the chest pain, the peripheral vascular oc- 
clusive phenomena, and the sudden death. 

Against this diagnosis, however, are the 
negative electrocardiogram, the normal 
pulse and blood pressure, the absence of cy- 
anosis or friction rub, and the fact that the 
pain radiation was not characteristic of cor- 
onary artery disease. In addition, it is un- 
likely that a mural thrombus could have 
formed in a matter of minutes or hours. This 
man probably did not die from occlusive dis- 
ease of the coronary arteries. 

A fourth possibility is a dissecting aneu- 
rysm of the aorta. Less than 1 in 3 of such 
cases are diagnosed ante mortem, and the 
condition is often confused with a myriad of 
surgical diseases. It is a disease in which 
widespread involvement is possible on the 
basis of a single lesion. Such an aneurysm 
could easily explain the protean signs and 
symptoms which this patient exhibited. 

Dissecting aneurysm of the aorta is a le- 
thal disease. Ninety per cent of the patients 
die in the first attack; 70 per cent of these 
deaths result from rupture into the pericar- 
dial cavity, 20 per cent from rupture into 
the left thoracic cavity, 5 per cent from 
rupture into the mediastinum, and 5 per 
cent from rupture elsewhere, or involvement 
of essential vascular structures. In the 10 per 
cent who recover, recovery is probably due 
to the fact that the dissection ruptures back 
into the lumen of the aorta, producing a 
double-barrelled aorta. 

Dissecting aneurysm of the aorta can 
cause occlusion of the major vessels at dis- 
tant points. Dissection usually begins at a 
point not too far from the aortic ring, in a 
tear involving the intima and inner two 
thirds of the media; the column of blood 
advances rapidly in this plane of cleavage 
throughout the course of the aorta or its ma- 
jor branches. Vessels along the course of the 
aorta may be obstructed as a result of dis- 
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section along the course of the vessel, or—- 
more dramatically — by the actual tearing 
away of the vessel at its junction with the 
aorta. In addition, a dissection which begins 
on the inferior surface of the thoracic aorta 
may completely ring the aorta, detaching the 
media and intima; this mass of tissue may 
be dislodged into the blood stream, produc- 
ing obstruction by embolism. 

The fact that the patient vomited blood 
shortly before death indicates that the gas- 
trointestinal system was involved in the path- 
ologic process also. This involvement could 
be explained by a dissecting aneurysm which 
suddenly interrupted the vascular supply to 
the abdominal viscera, producing a picture 
similar to mesenteric thrombosis. The nor- 
mal pulse and blood pressure recorded in 
this case are not uncommon with dissecting 
aneurysm of the aorta. The pain radiation 
can easily be explained, since the pain radi- 
ates along the course of the involved vessels. 
Strangely enough, about 15 per cent of these 
patients complain of no pain at all, or com- 
plain of pain only while the dissection is in 
progress; thereafter, they may be comfort- 
able. The pain may radiate into the upper 
extremities and neck, suggesting a coronary 
occlusion; but if such a radiation does occur, 
there is always some associated evidence of 
interference with blood supply into the af- 
fected part. 

Dissecting aneurysm of the aorta affords 
an adequate explanation of the peculiar mur- 
mur heard in the epigastrium and radiating 
along the course of the aorta into both iliac 
vessels. In about 70 per cent of the cases a 
diastolic murmur is also present at the base 
of the heart in the aortic area, and is thought 
by some to result either from distortion of 
the aortic ring and true insufficiency of the 
aortic valve, or from the rush of blood 
through the dissected aorta in diastole. 

On the assumption that the cause of this 
patient’s death was a dissecting aneurysm 
of the aorta, his clinical course might be 
reconstructed as follows: Three and two 
weeks prior to admission, small tears in the 
aorta occurred without associated dissection. 
On the night of admission there occurred a 
new tear, or a dissection in the previous tears. 
Over the course of fifteen minutes this aneu- 
rysm rapidly dissected down the aorta, com- 
promising the arterial supply to the abdom- 
inal viscera, and then occluding the left com- 
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mon iliac artery. Death resulted from shock 
associated with the complete occlusion of the 
left common iliac artery and of the arterial 
supply to the abdominal viscera. I am assum- 
ing that the operative procedure had little 
or no influence on his clinical course. 

Little is known about the causes of dis- 
secting aneurysm. Syphilis is not a cause, 
since the meso-aortitis associated with this 
infection actually prevents dissection by fu- 
sion of the walls of the aorta. Dissection 
may occur in association with certain con- 
genital anomalies, such as coarctation and 
hypoplastic aortas. Actual rupture without 
dissection may result from trauma direct to 
the aorta, and also from necrotizing infec- 
tions involving the various components of the 
arterial wall. In some cases dissection begins 
in an atheromatous plaque or ulcer, but the 
majority are due to idiopathic cystic medial 
necrosis. In this condition the elastic fibers 
and connective tissue within the media of the 
aortic wall usually show demonstrable de- 
generative change. Dissection occurs most 
often in patients with hypertensive cardio- 
vascular disease, but the relationship of hy- 
pertension to dissecting aneurysm is not 
known. 

This disease is usually considered a medi- 
cal problem, but in at least one reported in- 
stance a patient has survived a cellophane 
wrapping of the thoracic aorta. Several years 
ago Gurin” described an operation in which 
the intima at the most advanced point of the 
dissection was incised to convert the dissec- 
tion into a double-barreled aorta. It is un- 
likely, however, that either of these opera- 
tive procedures could influence the course of 
the disease substantially. 

Dr. Myers’ Diagnosis 

Dissecting aneurysm of the aorta, prob- 
ably resulting from idiopathic cystic medial 
necrosis, with occlusion or destruction of the 
arterial supply to the abdominal viscera and 
to the left lower extremity. 

Pathologic Discussion 

Dr. THOMAS N. LipE: The _ pathologic 
changes in this case were of two types, and 
were limited primarily to the dissecting aneu- 
rysm found in the aorta and to the lesions 
usually associated with shock. The body was 
well developed and well nourished and showed 

1, Golden, A, and Weens, H. S.: The Diagnosis of Dissecting 

Aneurysm of the Aorta by Angiocardiography, Am. Heart 


J. (Jan.) 1949, 
2. Reference deleted in the proof. 
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a recent surgical incision 29 cm. long in the 
left mid-rectus region. There was a congeni- 
tal phymosis. No other external abnormali- 
ties were noted, About 75 cc. of dark, clotted 
blood was found in the peritoneal cavity, but 
no additional blood was found in any of the 
serous cavities. The heart was not enlarged 
or dilated. The valves were competent. About 
2 cm. above the aortic valve there was a 
complete transverse laceration of the aorta, 
which encircled it at this level; a somewhat 
spiral branch extended downward to the level 
of the cusps. From this point through the 
thoracic and abdominal aorta a dissecting 
column of blood had split the media through 
what appeared to be its outer third. This sep- 
aration involved, almost through the entire 
dissection, about three fourths of the circum- 
ference of the aorta. The dissected channel 
was filled with dark, clotted blood. The silk 
sutures placed at operation in the left ex- 
ternal iliac artery were in place. 

The lumens of the renal and mesenteric 
arteries were greatly narrowed, but not com- 
pletely occluded. This same change was found 
in both iliac arteries. The dissection appar- 
ently had extended downward for a consid- 
erable distance below the point at which the 
vessels were severed. The smaller branches 
of the aorta had been dissected by the blood 
stream, and the remaining intima had been 
torn loose. There were also several areas of 
atheromatous deposits in the ascending and 
descending aorta. These were located distal 
to the laceration and apparently were unre- 
lated to the aneurysm. 

Some pulmonary emphysema was noted at 
the apices, and the lungs were slightly hy- 
peremic. The liver and spleen were congested, 
but other abnormalities of these organs were 
not found. The digestive tract showed promi- 
nent changes, more or less expected in view 
of the circulatory deficiency associated with 
involvement of mesenteric arteries. From the 
level of the second portion of the duodenum 
downward through the jejunum, the bowel 
was grossly discolored (dark red) and ap- 
peared to be in the early stages of gangrene. 
The remainder of the ileum was quite hyper- 
emic, but the changes were less marked than 
in the jejunum. No gross changes were 
noted in the adrenals or kidneys. 

The microscopic changes seen in the aorta 
were relatively slight except for the dissec- 
tion. Medial necrosis was found in a few 
areas, and it was felt that this lesion might 
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have played some role in the onset of the dis- 
section. Changes in the vasa vasorum were 
not impressive at any point, although there 
was very slight thickening here and there of 
the vessels in the adventitia. Some hyper- 
emia was noted in the lungs, spleen, adrenal 
glands, and liver; this change was marked 
in the kidneys, where it was associated with 
severe cloudy swelling of the renal tubules. 
The kidneys also contained small focal in- 
farcts of very recent origin. 

The evidence points to the fact that this 
patient died in shock, probably as a result of 
the aortic dissection, the surgical procedure, 
or, most likely, both. In any event it is likely 
that the aortic dissection would have rup- 
tured shortly, or that the lack of blood sup- 
ply to the vital organs would have produced 
ischemia. 

The etiology of the dissecting aneurysm 
in this case is open to considerable specula- 
tion. The previously mentioned foci of medial 
degeneration in the aorta seemed to involve 
only the collagenous connective tissue, pro- 
ducing hyalinization and in some areas loss 
of fibrous tissue structure; the elastic and 
muscular elements apparently were not dam- 
aged. A second possibility is injury to the 
vasa vasorum, which we could not demon- 
strate. A third is that the sclerotic plaques 
in the ascending and descending aorta may 
have borne some relationship to the dissec- 
tion, but there was no gross positive evi- 
dence of this, and the borders of the lacera- 
tion were smooth and delicate. The patient 
was apparently not hypertensive, and cer- 
tainly had no evidence of any long standing 
previous hypertension. We, then, do not have 
evidence of any primary etiologic cause for 
dissection in this case. 

Numerous theories have been advanced to 
explain the etiology of dissecting aneurysm 
and spontaneous rupture of the aorta, but 
none can be applied in every case. It is prob- 
able that there are numbers of possible 
causes for dissecting aneurysm. The occur- 
ence of cystic medial necrosis in association 
with dissecting aneurysms has been dis- 
cussed by Erdheim’. Various degenerative le- 
sions of the media have been described, some 
cystic and some non-cystic. One is primary 
degeneration of the elastic fibrils character- 
ized by fatty metamorphosis, fragmentation 
3. Erdheim, J.: Medioneecrosis Aortae Idiopathica, Virchows 


Arch. f. path Anat. 273:454-479, 1929, and 276:157-229, 
1930, 
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and necrosis, with varying degrees of injury 
to the supporting collagenous tissue and 
muscle fibers. The second change described 
is hyaline degeneration of the connective tis- 
sue, such as we were able to demonstrate in 
this case. The third is fatty degeneration and 
atrophy of muscle cells. The fourth is a non- 
exudative necrosis of muscle cells which may 
vary from the simple loss of nuclei in the 
area to complete replacement by homogen- 
ized muscle cells and collagenous tissue; mu- 
coid accumulations may or may not be pres- 
ent. A fifth lesion described is what appears 
to be a primary overproduction of mucoid 
material in the ground substance, with en- 
croachment upon muscle, elastic and collag- 
enous fibers, leading to their eventual de- 
struction and the formation of cysts. The 
fifth lesion has been described most often 
and is thought by some to possess a direct 
etiologic relationship to dissecting aneurysm. 


Among other etiologic agents which have 
been mentioned are the congenital anomalies 
of the media, with thinning of the wall and 
deficiency of the muscular and elastic ele- 
ments; atherosclerosis involving the intima 
of the aorta; atherosclerosis and arteriolar 
lesions involving the vasa vasorum"); hy- 
pertension”’; rheumatic fever; and various 
toxins, including nicotine”, diphtheria tox- 
in’), and epinephrine®. Syphilis has also 
been considered, but the syphilitic process in 
the aorta is one of fibrous tissue prolifera- 
tion which would tend to preclude dissection. 


Patients with dissecting aneurysms of the 
aorta may be divided into two groups”): (1) 
the acute cases, in which death usually oc- 
curs within a few days after the onset; and 
(2) the more chronic type, in which the pa- 


4. (a) Taylor, F. R. and Morehead, R. P.: Spontaneous 
Complete Rupture of the Aorta Without Dissecting 
Aneurysm with Report of a Case Showing a New Physical 
Sign (Peri-Aortic Friction Rub), Ann, Int. Med, 21:81-100 
(July) 1944. (b) Winternitz, M. €.. Thomas, R. M., and 
LeCompte, P. M.: Studies in the Pathology of Vascular 
Disease, Am, Heart J. 14:399-404 (Oct.) 1987. (©) Tyson 
M. D.: Dissecting Aneurysms, Am. J. Path, 7:581-608 
(Novy.) 1931. 

. Peery, T. M.: Dissecting Aneurysms of the Aorta, Am. 
Heart J. 12:650-665 (Dec.) 1936 

. (a) Pappenheimer, A. M. and von Glahn, W. C.: Lesions 
of the Aorta Associated with Acute Rheumatic Fever and 
with Chronic Cardiac Disease of Rheumatic Origin. J. M 
Research 44:489-505 (Sept.) 1924. (b) Perla, D. and Deutch, 
M.: Intimal Lesion of the Aorta in Rheumatic Infections, 

. Path. 5:45-55 (Jan.) 1929 
A., in Zentralbl f. allex. Path. and path. Anat. 


x .t Medical Degeneration in Aorta of Rabbit 
Produced by Diphtheria Toxin, Arch. Path. 19:543-557 
(April) 1932. 

. (a) Kalb, in Arch, f. exper. Path. and Pharmakol. 55: 


140, 1905, 
(b) Waterman, N.: Arterioskerose nach Adrenalin-Injek 


tionen, Arch. f. path, Anat. 191:202, 1908. 
Am. 


. Flaxman, N.: Dissecting Aneurysm of the Aorta, 
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tient lives for an average of about three 
years. Death may be immediate or the pa- 
tient may live for many years and engage in 
active exercise"). The dissection may extend 
for only a few centimeters, or it may involve 
the entire aorta. The aorta may also recan- 
alize to form a new or a double channel. 


Anatomic Diagnoses 

. Idiopathic medial necrosis of the aorta 

. Dissecting aneurysm of the entire aorta, 
extending from a point of complete cir- 
cumferential laceration of the intima 
above the aortic valve to the external iliac 
arteries 

. Occlusion or partial obstruction of the 
large and small branches of the aorta 

. Early gangrene of the small intestine 
Focal infarcts of the kidneys 

. Extensive cloudy swelling of the kidneys 
and liver 

. Hyperemia of the lungs, spleen, liver, and 
kidneys 

. Weiss, S., Kinney, T. D. and Maher, M. M.: Dissecting 


Aneurysm of Aorta with Experimental Atherosclerosis, 
Am. J. M. Se. 200:192-203 (Aug.) 1940. 


Classified Advertisements 


YOUNG PHYSICIAN WANTED FOR 
GENERAL PRACTICE 
The services of a young physician are desired 
in Mt. Olive, North Carolina. Town of 4,000 
population and thriving surrounding farm 
area offer fine opportunity for location. 
Office facilities in heart of business district 
always occupied by physicians will be offered 
rent free until physician establishes himself. 
Mt. Olive stands 13th in the state in the num- 
ber of rural patrons served by its postoffice, 
all of whom are dependent upon the town for 
its medical service. Interested parties should 
ee touch with Mr. W. K. Lewis, Mt. Olive, 


PHRSICIAN WANTED 
WANTED: Experienced eye, ear, nose, and 
throat physician to take over practice, well 
established by two physicians, in one of best 
cities in the state; big pay rolls. For price of 
equipment full details will be furnished. New 
100 bed hospital building in the community. 
Reply to Box 1606. Raleigh, N. C. 


WANTED 

Copies of the NORTH CAROLINA MEDI- 
CAL JOURNAL for April and December, 
1949. Fifty cents will be paid for each copy 
of one of these issues received in good condi- 
tion at the office of the business manager, 
Mr. J. T. Barnes, 203 Capital Club Building, 
Raleigh, 


Committees and Organizations. 


NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 


PROGRAM OF ANNUAL MEETING 
Washington Duke Hotel 
Durham, N. C. 

May 22-23, 1950 


Monday, May 22, 1950 
. Registration—Lobby 
General Session—Crystal Ball Room 
Presiding: Kemp D. Battle—President, 
North Carolina Tuberculosis Associa- 
tion, Rocky Mount 
Invocation—The Reverend D D. Holt, 
Trinity Methodist Church, Durham 
Welcome—Mayor Dan K. Edwards, 
Durham 
Business Meeting of the Association 
Tuberculosis and Multiple Screening— 
Dr. A. L. Chapman, Medical Director 
Chief, Division of Chronic Diseases, 
Public Health Service, Washing- 
ton, D. C 
Discussion 
3:00 P.M. Public Health Section — Crystal Ball 
Room 
Presiding: Mrs. Helen Baldwin—Execu- 
tive Secretary, Buncombe County Tu- 
berculosis and Health Association; 
President, North Carolina Conference 
of Tuberculosis Secretaries, Asheville 
The Role of the Public Health Nurse 
in Tuberculosis Control — Mrs. 
Blanche Vincent, Public Health Nurs- 
ing Consultant, North Carolina State 
Board of Health, Raleigh 
The Role of the Institutional Nurse in 
Tuberculosis Control—Barbara M. 
Landauer, Chief, Nursing Service, 
Veterans Administration Hospital, 
Oteen 
Discussion 
Panel—Meeting the Economic Needs of 
the Tuberculous and His Family 
Discussints: Mrs. Isabelle Carter, 
Chairman—aAssociate Professor of 
Social Work, University of North 
Carolina, Chapel Hill; Ada McCrack- 
an—Director, Field Social Work 
Service, North Carolina Department 
of Public Welfare, Raleigh; Dr. Stu- 
art Willis, Superintendent and Medi- 
cal Director of North Carolina State 
Sanatorium, McCain; W. T. Woodard, 
Jr.—Superintendent, Johnston Coun- 
ty Welfare Department, Smithfield; 
Nelson W. Stephenson—Field Secre- 
tary, North Carolina Tuberculosis As- 
sociation, Raleigh 
Discussion 
Medical Section—Sections 2 and 3 — 
Main Ball Room 
Presiding: Dr. Joseph S. Hiatt, Jr.— 
President, North Carolina Trudeau 
Society. North Carolina Sanatorium, 
McCain 
Drug Therapy in Tuberculosis — Dr. 
Carl Muschenheim, Associate Profes- 
sor of Clinical Medicine, Cornell Uni- 
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versity Medical College, New York, 
N. Y. 


Discussion 
P.M. Intermission 
Thoracic Surgery—Dr. James D. Mur- 
phy, Chief, Surgical Service, Vet- 
erans Administration, Oteen 
Discussion 
Histoplasmosis in North Carolina 

Discussants: Dr. Robert J. Murphy, 
North Carolina State Board of 
Health, Raleigh; Dr. William Peck 
—North Carolina Sanatorium, Me- 
Cain; Mrs. Blanche Vincent, Raleigh 

Discussion 

Dinner Meetings 

N. C. Tuberculosis Association Board of 
Directors—Main Dining Room—Lob- 
by Floor 

N. C. Conference of Tuberculosis Sec- 
retaries—Green Room 

Public Health Section—Crystal Ball 

Room 

Presiding: Mrs. Eleanor Smith—Exe- 
cutive Secretary, Lenoir County Tu- 
berculosis Association, Kinston 

Symposium on Christmas Seal Sale 

1. Looking Toward the 1950 Christmas 
Seal Sale—Implications from the Na- 
tional Standpoint—Nelson R. Krae- 
mer, Director of Christmas Seal Sale, 
National Tuberculosis Association, 
New York, N. Y. 

. How We Reached our 1949 Seal Sale 
Goal—Mrs. Mildred T. Greene, Ex- 
ecutive Secretary, Greensboro Tu- 
berculosis Association, Greensboro 

. North Carolina Looks Toward the 
1950 Seal Sale—Anne Mann, Field 
Secretary, North Carolina Tubercu- 
losis Association, Raleigh 

Discussion 

Medical Section — Sections 2 and 3— 

Main Ball Room 

Presiding: Dr. E. A. Stead, Jr.—Pro- 
fessor of Medicine, Duke University 
School of Medicine, Durham 

A Review of the Treatment of Pulmon- 
ary Tuberculosis—Dr. Paul Ringer, 
Asheville 

Discussion 

Looking Forward in the Treatment of 
Pulmonary Tuberculosis — Dr. J. B, 
Stocklen, Controller of Tuberculosis 
for Cuyahoga County, Cleveland, 
Ohio 

Discussion 

Tuesday, May 23, 1950 

General Session—Crystal Ball Room 

Presiding: J. W. Atkins—Editor and 
Publisher, Gastonia Gazette, Gas- 
tonia 

Good Public Relations and Good Pub- 
lice Health—John Harden, Vice-Presi- 
dent and Public Relations Director, 

Burlington Mills, Greensboro 

What Good Public Relations Mean to 
the Voluntary Agency—K. W. Grim- 
ley, Executive Secretary, Alabama 

Tuberculosis Association, Birming- 
ham, Alabama 

The Place of Rehabilitation in the 

Treatment of Tuberculosis—Dr. J. B. 


Stocklen 

Future Prospects in the Treatment of 
Tuberculosis — Dr. Carl Muschen- 
heim, New York, N. Y. 

Luncheon Meeting—Sections 2 and 3— 

Main Ball Room 

Presiding: Kemp D. Battle, Rocky 
Mount 

Invocation—Dr. Kelsey Regen, First 
Presbyterian Church, Durham 

Music—Duke University 

1949 Christmas Seal Sale Report—Lee 
Gravely, 1949 State Seal Sale Chair- 
man, Rocky Mount 

Presentation of Speaker—Dr. David T. 
Smith, President of the National Tu- 
berculosis Association, Durham 

Address: “What Lies Ahead”—Dr. 
James E. Perkins, Managing Direc- 
tor, National Tuberculosis Associa- 
tion, New York, N. Y. 
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NEW HANOVER COUNTY MEDICAL 
SYMPOSIUM 


The fourth annual symposium sponsored by the 
New Hanover County Medical Society will be held 
at the Lumina Pavilion at Wrightsville Beach on 
Friday, August 25. Five nationally known speakers 
will appear on the program. Doctors expecting to 
attend are requested to make reservations early. 

Fishing parties for the week-end will be arranged 
for those who are interested. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


A month’s course in Medical Mycology, under the 
direction of Dr. Norman F. Conant, is to be offered 
at Duke University School of Medicine and Duke 
Hospital, July 3-July 29, 1950. The course will be 
offered every day in the week, except Sunday, and 
has been designed to insure a working knowledge 
of the human pathogenic fungi within the time 
allotted. 

Emphasis will be placed on the practical aspects 
of the laboratory as an aid in helping establish a 
diagnosis of fungus infection. Insofar as possible 
and as patients become available, methods of col- 
lecting materials in the clinic for study and culture 
will be stressed. Work with patients, clinical ma- 
terial, cultures and laboratory animals will serve 
as a basis for this course. An opportunity to study 
pathologic material, gross and microscopic, will be 
given those whose previous training would allow 
them to obtain the greatest benefit from a study 
of such material. 

The number of applicants for the course will be 
limited, and the applications will be considered in 
the order in which they are received. An attempt will 
be made, however, to select students on the basis 
of their previous training and their stated need for 
this type of work. 

A fee of $50.00 will be charged for this course, 
upon the completion of which a suitable certificate 
will be awarded. Inquiries should be directed to Dr. 
Norman F. Conant, Professor of Mycology, Duke 
University School of Medicine, Durham, N. C. 


4:00-4:15 
4:15 P.M. 1:00 P.M. e 
145 P.M. 
6:00 P.M. 

8:00 P.M. | 
| 
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NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE FOREST 
COLLEGE 


The Beta chapter of Alpha Omega Alpha in North 
Carolina, located at the Bowman Gray School of 
Medicine, presented a panel on medical education on 
April 27 in connection with the visit of the survey 
team on medical education in the United States and 
the induction of ten members into the society. 

Dr. Alan Valentine, president of the University 
of Rochester, was chairman of the panel. Discus- 
sants were: Dr. D. B. Bryan, dean of the school of 
liberal arts, Wake Forest College, whose subject 
was “Medical Education as Preparation for the Pro- 
fessions”; Dr. Currier McEwen, dean of New York 
University Medical School, “Undergraduate Medical 
Education”; Dr. Robert C. Berson, assistant dean, 
University of Illinois School of Medicine, “Medical 
Education for the Specialties”; and Irving Carlyie, 
attorney and former president of the board of trus- 
tees of Wake Forest College, “Medical Education to 
Meet the Needs of the Public.” 

AOA members inducted at the time include: Wil- 
liam T. Bethea, Jr., of Dillon, South Carolina, James 
K. Pope of Mt. Mourne, Claude McClure, Jr., of 
Spruce Pine, Ira Gordon Early of Thomasville, Glenn 
B. Hayes of Etters Postoffice, Pennsylvania, Char- 
lotte R. Kay of Charlotte, and Warren H. Jones of 
Lakeport, New Hampshire, from the senior class; 
and David F. Freeman of Raleigh, Livingston John- 
son of Winston-Salem, and Horace W. Miller, Jr., 
of Asheville from the junior class. 

* * * 

Dr. Parker R. Beamer, professor of microbiology 
and immunology, was elected vice president of the 
Society of North Carolina Bacteriologists at a meet- 
ing in Durham on April 1. 

th * 

Dr. Bennette B. Pool, assistant professor of clini- 
cal internal medicine, was recently elected to mem- 
bership by the American Academy of Allergy. 

* 

Drs. David Cayer and George T. Harrell, Jr., de- 
partment of internal medicine, and Dr. William A. 
Wolff, associate professor of clinical chemistry and 
toxicology, have been elected to membership in the 
Society for Experimental Biology and Medicine. Dr. 
Harrell was named secretary and treasurer of the 
Southern Society for Clinical Research. 

* 

Dr. H. H. Bradshaw, professor of surgery, will 
address the county medical society at Sacramento, 
California, on May 17, on the subject of “Surgical 
Treatment of Congenital Heart Disease.” 

* 

Dr. Robert B. Lawson, professor of pediatrics, 
has been named to the editorial board of the Ameri- 
can Journal of Diseases of Children. 

Dr. Lloyd J. Thompson, professor of neuropsychi- 
atry, has been named to a three-year term on the 
board of directors of the North Carolina Mental 
Hygiene Society. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 
The Greensboro Tuberculosis and Heart Associa- 
tion, together with the Hayes-Taylor YMCA and the 
Guilford County Health Department, completed their 
second annual Negro Health Institute April 6. High- 
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lights of the Institute included health exhibits and 
lectures and movies concerning cancer, tuberculosis, 
heart diseases, and venereal disease. 

Speakers heard at the institute included Drs. EF. H. 
Ellinwood, Guilford County Health Officer; M. D. 
Bonner, Superintendent and Medical Director, Guil- 
ford County Sanatorium; J. B. McLaughlin and Ar- 
thur Freedman, heart specialists; and Walter 
Hughes, F. K. Harder, and Charlotte H. Brown, all 
of Greensboro. 


Complete returns of the 1949 Seal Sale show an 
increase over 1948 of $11,056.57, or approximately 3 
per cent. The total sale for 1949 was $386,865.98. 


In an organizational meeting at the Jarrett 
Springs Hotel, civic leaders ratified their constitu- 
tion and formed the Jackson County Tuberculosis 
Association. Up until this time, the county had two 
committees, one in Cullowhee and one in Sylva. 
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BOOK REVIEWS 


Proceedings of the First Clinical ACTH Con- 
ference. By John R. Mote, M.D., Medical 
Director of Armour Laboratories. 607 pages. 
Price $5.50. Philadelphia: The Blakiston 
Company, 1950. 

This volume represents the proceedings of an in- 
formal conference on ACTH and consists of 52 case 
or project reports completed or in progress in 
October, 1949. The spectrum of diseases showing 
some response to ACTH emphasizes the importance 
of adrenal cortical function; however, the number 
of patients in any one series is limited and the 
cases have not been followed long enough to permit 
valid conclusions concerning the effect of adrenal 
cortical stimulation by ACTH. The publication is of 
definite help in making available to investigators 
data collected throughout the country, but it is of 
limited value to practitioners and students. 


The Salt-Free Diet Cook Book. By E. G. 
Conason, M.D., and Ella Metz, Dietitian. 137 
pages. Price, $3.00. New York: Lear Pub- 
lishers, 1950. 

The use of the low sodium diet is now generally 
accepted as a valuable and fundamental approach 
to the therapy of many disorders associated with 
hypertension and edema. Although some such pa- 
tients do not respond to a sodium restricted diet, 
many who might respond fail to cooperate because 
of the diet’s monotony and lack of palatableness. 

The authors have dealt realistically with this dif- 
ficult task, and have listed sample menus and num- 
erous recipes in which the caloric and sodium 
content have been calculated. Specific consideration 
is given the diabetic, as well as the patient who 
eats out. The sodium and caloric content of some 
600 foods, as determined by four separate authori- 
ties, is tabulated. 

The authors point out that the depletion of sodium 
is a real danger, and that the patient must remain 
in the care of a competent physician while on the 
diet. 

The book should be of value for distribution to 
patients who require such diets, and to all phy- 
sicians interested in the treatment of disorders which 
appear to be benefited by a restriction of calories 
and sodium in the diet. 


AUXILIARY 


AUXILIARY 


WOMAN’S AUXILIARY TO THE 
AMERICAN MEDICAL ASSOCIATION 


PROGRAM 
of the 
TWENTY-SEVENTH ANNUAL MEETING 
SAN FRANCISCO, CALIFORNIA 
JUNE 26-30, 1950 

Mrs. Clifford Long, Chairman 
Committee on Arrangements 


A cordial invitation is extended to all mem- 
bers of the Woman’s Auxiliary to the Ameri- 
can Medical Association, their guests and 
guests of physicians attending the conven- 
tion of the American Medical Association, to 
participate in all social functions and attend 
the general sessions of the Auxiliary. 


Headquarters will be at the Fairmont Ho- 
tel. Tickets will be available at the registra- 
tion desk only. Please register early and ob- 
tain your badge and program. 


REGISTRATION HOURS 
Sunday 
Monday ....... 
Tuesday ..... 
Wednesday 
Thursday 


PRECONVENTION SCHEDULE 
Sunday, June 25 
12:00 Noon to 4:00 P.M.—Registration—Lobby— 
Fairmont Hotel. The members of the Hospitality 
Committee will welcome members and guests of the 
Woman’s Auxiliary. 
Monday, June 26 
ROUND TABLE DISCUSSIONS—GREEN ROOM 
(Hotel Fairmont) 
9-10 A.M.—Hygeia — Mrs. Herbert W. Johnson, 
Chairmar. 
10-11 A.M.—Legislation 
Chairman. 
11-12:30 P.M.—Public Relations—Mrs. Paul Craig, 
Chairman. 
2-3:00 P.M.—Program — Mrs. Leo J. Schaefer, 
Chairman. 


Mrs. Bruce Schaefer, 


4:00 P.M. to 6:00 P.M.—Tea honoring Mrs. David 
B. Allman, president, and Mrs. Arthur A. Herold, 
president-elect, will be given for the members of the 
National Board of Directors, the state presidents 


and presidents-elect, and guests. Regency Room, 
Huntington Hotel. Tickets $2.25. All doctors’ wives 
cordially invited. Hostesses: The Woman's Auxiliary 
to the California Medical Association. 
Sightseeing Trips 

12:30 P.M.—Trip around San Francisco — $2.59 
(tax included). Busses will depart from and return 
to Fairmont Hotel. 

8:00 P.M.—Chinatown and Fisherman’s Wharf— 
$1.90 (tax included). 


CONVENTION PROGRAM 
Tuesday, June 27 

9:00 A.M.—Formal opening of the twenty-seventh 
annual meeting of the Woman’s Auxiliary to the 
American Medical Association, Gold Room, Hote] 
Fairmont. 

12:30 P.M.—Luncheon in honor of the past presi- 
dents of the Woman’s Auxiliary to the American 
Medical Association, Venetian Room, Hotel Fair- 
mont. Tickets $3.00 (tax and gratuity included). Mrs. 
David B. Allman, presiding. Guest speaker: Dr. Er- 
nest B. Howard, Assistant Secretary, American Med- 
ical Association. 


Afternoon Session 

2:00 P.M.—Report of the Board of Directors. 

8:00 P.M.—Opening meeting of the American Med- 
ical Association—Palace Hotel (Ballroom). Mem- 
bers of the Woman’s Auxiliary and guests are wel- 
come. 

Wednesday, June 28 . 

9:00 A.M.—General Session of the Woman’s Aux- 
iliary to the American Medical Association— Ven- 
etian Room. 

12:30 P.M.—Annual Luncheon in honor of Mrs. 
David B. Allman, president, and Mrs. Arthur A. Her- 
old, president-elect, Peacock Court, Mark Hopkins 
Hotel. Tickets $3.50 (tax and gratuity included). 
Mrs. Jesse D. Hamer, past president, presiding. 
Guests of Honor: Dr. Ernest E. Irons, president, 
American Medical Association; Dr. Elmer L. Hen- 
derson, president-elect; Dr. Louis H. Bauer, chair- 
man of the Board of Trustees; Dr. J. J. Moore, 
treasurer; Dr. George F. Lull, secretary and general 
manager; and the members of the Advisory Council 
to the Woman’s Auxiliary. 

3:00 P.M.—Afternoon Session 

Thursday, June 29 

9:30 A.M.—Conference of national president, 
president-elect and national chairmen of standing 
committees and state presidents and presidents- 
elect. Green Room, Hotel Fairmont. Presiding, Mrs. 
Arthur A. Herold. 

7:00 P.M.—Annual Dinner of the Woman’s Aux- 
iliary to the American Medical Association for mem- 
bers, husbands and guests. Tickets $5.00 (tax and 
gratuity included). Gold Room—Dress optional. Pre- 
siding, Mrs. Clifford Long. 

9:00 P.M.—Reception and Ball in honor of the 
President of the American Medical Association. Pal- 
ace Hotel (Gold Ballroom). 


Sightseeing Trips 

12:30 P.M.—(a) Across Golden Gate Bridge and 
into Marion County to Muir Woods (busses will de- 
part from and return to Fairmont Hotel). Tickets 
$3.16 (tax included). (b) Trip to Stanford Univer- 
sity. Tickets $4.04 (tax included). (c) Trip over San 
Francisco-Oakland Bay Bridge to the University of 
California Campus. Tickets $3.16 (tax included). 

Golf and Swimming 

Arrangements have been made for golf and swim- 
ming for members of the Woman's Auxiliary and 
guests. 

Golf: Monday, June 26—Presidio Golf Club, green 
fee $2.00; call Mrs. Loren R. Chandler Fi 6-5313. 

Swimming: Pool of the Woman’s Athletic Club, 
Guest card for all departments may be secured. 
Fee $1.00. Call Mrs. Edmund Morrissey, Fi 6-0284. 

ae 

Headquarters—Woman’s Auxiliary to the Ameri- 
can Medical Association, 535 N. Dearborn Street, 
Chicago 19, Illinois. Margaret N. Wolfe, Executive 
Secretary. 
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NORTH CAROLINA OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY 


The annual meeting of the North Carolina Ob- 
stetrical and Gynecological Society was held April 
21-23 at Mid Pines. Speakers on the program were 
Dr. Reed Wood of Greensboro, Dr. Lundie C. Ogburn 
of Winston-Salem, Dr. Willard R. Cooke of Galves- 
ton, Texas, Dr. John E. Woltz of Charlotte, and Drs. 
R. A. Ross and R. N. Creadick of Durham. 

Officers of the society are Dr. Kermit E. Brown, 
president; Dr. Richard B. Dunn, president-elect; 
and Dr. Richard L. Pearse, secretary-treasurer. 


FOURTH DISTRICT MEDICAL SOCIETY 


The second meeting of the Fourth District Medical 
Society for 1950 was held on April 25 in Roanoke 
Rapids. The program consisted of a discussion of 
“The Medical and Surgical Management of Peptic 
Ulcer” by Drs. Wingate M. Johnson and Felda High- 
tower of Winston-Salem. 

Dr. Robert Schakleford of Mount Olive has re- 
cently been elected to membership in the society. 


CARTERET COUNTY MEDICAL SOCIETY 


The Carteret County Medical Society held its 
regular monthly meeting on April 11 at the More- 
head City Hospital. 

The guest speaker was Dr. H. S. Willis of McCain, 
superintendent of the State Sanatoria. He was intro- 
duced by Dr. K. P. B. Bonner of Morehead City. 

Dr. S. W. Thompson of Morehead City, president 
of the Second District Medical Society which will 
hold its semi-annual] meeting in Morehead City next 
month, reported progress in the preparations being 
made for the entertainment of the society. 

Dr. S. W. Hatcher, president, presided. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Henry T. Wycis of Philadelphia was guest 
speaker at a dinner meeting of the Forsyth County 
Medical Society, held in Winston-Salem on April 12. 
His subject was “Surgical Therapy of Extrapyra- 
midal Disorders.” 


INTERNATIONAL ACADEMY OF PROCTOLOGY 


The Second Annual Convention of The Interna- 
tional Academy of Proctology will be held at the 
Bellevue Hotel in San Francisco, California, June 
23, 24, 1950. 

Further information concerning the convention 
and a copy of the program may be obtained by writ- 
ing to the Secretary, Dr. Alfred J. Cantor, Interna- 
tional Academy of Proctology, 43-55 Kissena Blvd., 
Flushing, N. Y. 


VETERANS ADMINISTRATION 


Veterans Administration is using a new and more 
strenuous type of exercise to prevent deformities 
in tuberculous veterans who have undergone chest 
surgery. It is known as “resistive” exercise, and 
was introduced at the V-A Hospital, Oteen, North 
Carolina, about three years ago. 

The study at Oteen showed that in two postopera- 
tive groups—one composed of 80 patients who did 
not undergo this resistive exercise program, and 
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another of 66 who did—the latter appeared to have 
obtained better results. In the first group, only 55.4 
per cent of the patients had a negative sputum one 
year after completion of surgery; in the second 
group, this figure was 71 per cent. 

Moreover, the study revealed that complications 
such as wound infection and postoperative spread 
were less frequent in the exercise group than in 
the non-exercise group. 

A motion picture, “Resistive Exercises for the 
Thoracoplasty Patients,” has recently been filmed 
at Oteen. 


NEws NOTES FROM THE OFFICE OF THE 
SURGEON GENERAL 


Army Medical Library’s Current List of Medical 
Literature to Be Changed 

A new format for the Army Medical Library’s 
Current List of Medical Literature has been an- 
nounced by Major General R. W. Bliss, the Army 
Surgeon General. 

Beginning with the July, 1950, issue, the Current 
List will be enlarged and published in two parts—a 
register listing all contributions, and an index listing 
multiple author and subject headings in dictionary 
form. The monthly Indexes will cuniulate into an- 
nual volumes comprising entries for approximately 
80,000 articles. Initially, the new publication will 
cover 1,225 selected journal titles. 

The new format is the result of a recommendation 
of the Surgeon General’s Consultant Committee on 
Indexing, appointed in 1948 to study the problem 
of medical indexing. Substitution of a new publica- 
tion program for the Library, which would empha- 
size coverage of current medical literature, was 
recommended by the Committee earlier this year 
with the announcement of the closing out of the 
Index-Catalogue of the Library of the Surgeon Gen- 
eral’s Office. Chairman of the Committee is Dr. 
Chauncey D. Leake of the University of Texas. 


DEPARTMENT OF DEFENSE 


Surgeons General Made Responsible for Health 
Service of Civilian Employees 

Responsibility for the health program for civilian 
empivyees of the military forces has been assigned 
by Secretary of Defense Louis Johnson to the Sur- 
geons General of the Army, Navy and Air Force, 
with each directing the program in his respective 
department under the over-all administrative, tech- 
nical and professional control of Dr. Richard L. 
Meiling, Director of Medical Services, Office of the 
Secretary of Defense. 

The order, effective July 1, 1950, replaces the 
former programs in which responsibility was scat- 
tered among several agencies of the Department of 
Defense, including the Surgeons General. Appli- 
cable to all Department of Defense installations, 
the order consolidates and unifies this health serv- 
ice. 


FEDERAL SECURITY AGENCY 


The annual death rate from tuberculosis dropped 
10 per cent in 1948 to 30.0 per 100,000 population, 
according to an article which appears in the Tuber- 
culosis Control Issue of Public Health Reports, pub- 
lished by the Public Health Service, Federal Se- 
curity Agency. 

The decline in the tuberculosis mortality rate, the 
article points out, has accelerated during the post- 
war years. The rate dropped 5 per cent from 1945 
to 1946, and 7 per cent from 1946 to 1947. 
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The Bettman Archive 


The nausea, vomiting and dizziness of motion sickness may 
be prevented or relieved, in a high percentage of cases, 


with Dramamine* (brand of dimenhydrinate). 


DRAMAMI NE for the Prevention and 


Treatment of Motion Sickness. 


*Trademark of G. D. Searle & Co., Chicago 80, Illinois 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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EARNING A LIVING!! 


A doctor’s greatest asset is his ability to earn a living. If he is away 
from his practice, income ceases while expenses and overhead continue. 


Your answer to that problem is your Society’s Plan of Sickness and 
Accident Insurance adopted in 1940. If not already insured under the Plan, 
write for full information today. Tomorrow could be too late. 


$5,000.00 Principal Sum — $216.66 per month if disabled 
Annual Premium - $80.00 — Semi-Annual Premium - $40.50 


J. L. CRUMPTON, State Mgr. 


Post Office Box 147 Durham, N. C. 
—Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


N B N. 
N euse F orest Home 


A private institution for rest, convalescence, hypertension, selected mild nervous 
and alcoholic. Lying-in hospital for unwed mothers, completely confidential. Adequate 
visiting physicians and nurses assure individual care and treatment. 

_ Located three miles from New Bern on the banks of the lovely Neuse River in 
quiet and beautiful surroundings. Swimming, boating, fishing and other diverting 
amusements are unexcelled. 

Further detailed information on request. 


MRS. EDITH GREENE, R.N. (Supt.) 
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LAXATIVE FOR 


of its 
Broad Clinical Acceptance 


Phospho-Soda (Fleet)’s* wide acceptance by physicians 
everywhere is a tribute to its prompt, gentle laxative. 
action — thorough, but free from disturbing side effects. 
Leading modern clinicians attest its safety and depend 
ability as a pre-eminent saline eliminant for judicious 
relief of constipation. Liberal office samples on request. 
*Phospho Soda Fleet) is a solution containing in each 100 cc sodium biphosphate 48 Gm and — 


sodium phosphate 18 Gm Both ‘Phospho:Soda and Fleet are registered trade marks cof 


B. FLEET CO., INC. 


XXI 
'OSPHO-SODA 
THERAP 
| 
1 
4 
| 
“LYNCHBURG, VIRGINIA 
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The Keeley bestiuse Greensboro, North Carolina 


ALCOHOLISM TREATED AS A DISEASE~—Over 50 years experience — Male patients 
exclusively —Mental cases not accepted. No patient locked up or forced to take treatment. 
Experienced physicians’ counseling is designed 
for maintenance of sobriety after rehabilitation. 


Reservations by Telephone 2-4413, Greensboro, North Carolina. Postoffice Box 29. 


A. F. FORTUNE, M. D, MEDICAL DIRECTOR BEN F. FORTUNE, M. D., ASSOCIATE MEDICAL DIRECTOR 


DRINK 
CO 


US. PAT. OFF 


You trust 
its quality 


: 
4, 
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semplicity, itself 


simply add one measure of Similac to 
two ounces of water to yield two ounces 


of normal formula of 20 cals/oz 


suemplicity, itself 
to prepare S IMI LAC 


simply instruct mother to float the 
prescribed quantity of Similac 
on previously boiled water and stir 


to digest S IMI VAC 


( the proteins have been so modified 
for , the fats so altered 
the minerals so adjusted 


that there is no closer equivalent 
to human breast milk than 


SIMILAC 


for term and premature infants throughout the 
first year of life whenever breast feeding must be 
supplemented or replaced. Similac has the same 
zero curd tension as human breast milk. 


7 
SIMILAC pivision Wes DIETETIC LABORATORIES, Columbus 16, Ohio 


suemplicity, itself 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Fifteen Years of Satisfactory Service to the Medical Profession 
HERE IS A = WITH NO TECHNICALITIES 


Incontestable a 


one year, as to origin of disability. 


No house confinement required. 
Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $200.00 


per 
for Total Disability due to ACCIDENT 


LIFE 


Loss of Time: Pays $200.00 per 
for Total Disability due to SICKNESS up to 


month 


$4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, additionally, up to 


200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 


RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. 
F. W. 


GREENSBORO, N. C. 
SARLES, STATE MANAGER 


OZIUM is fast—o light touch on the lever of 
the dispenser releases a fine vaporizing spray 
which quickly permeates every corner of the 
room. 

OZIUM is fortified with both propylene glycol 
and triethylene glycol, both of which have 
been prominently feotured in public health, 
medical and other publications for their excel- 
lent bactericidal qualities. 

OZIUM is convenient—the dispenser is light 
in weight, compact, unobtrusive and is easy 
to use. 

OZIUM is economical, costing less than one 
cent to treat the average small office or room. 


DISPEL 
UNWANTED 
ODORS 


PROFESSIONAL SET 
No. 1S-012 Suggested for use 
in physicians, dentists and 
other professional offices. 
Contents: | only Woodlet 
chrome-plated. 
only “pressure-packed” 
refills. 
se $9.00 the complete 
set. 


COMMERCIAL SET 
No. 1E-024 Usually specified 
for use in hospitals, 
schools, hotels, offices, 
factories, public buildings, 
theatres and similar prem- 


ises. 
Contents: | only Woodlet Dispenser, blue enamel finish. 24 only “pres- 
sure-packed”’ OZIUM re refills. Price: $11.00 the complete nn 
OZIUM REFILLS 
For use in either commercial or professional dispensers. 
No. 012 Convene 12 “pressure-packed” OZIUM refills. 
Price: $4.50 per box. 
No. 024 Containing 24 “pressure-packed” OZIUM refills. 
Price: $8:00 per 


POWERS & ANDERSON 


Norfolk, Va. 


Winston-Salem, N. Cc. 


May, 1950 
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A Modern Hospital 
for the | 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


both male and female. 


> Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 
of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited. 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 
Salem, Virginia — Phone Salem 287 


Copyright 1948. H. N. Alford, Atlante, Ga. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
Medicine:, 


Alexander G. Brown, Jr., M.D. 


Manfred Call, III., M.D. 
M. Morris Pinckney, M.D. 


Alexander G. Brown, III., M.D. 


John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


ics: 
Beverley B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S, Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
Stuart N. Michaux, M.D. 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
Randal A. Boyer, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C. Hough 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


roscdoaks Janatérium 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 
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_ “In addition to the relief of hot 
flashes and other undesirable : 
symptoms (of the climacteric), ‘ “All patients (53) described a 
a feeling of well-being or tonic ef- , sense of well-being” following 
fect was frequently noted” after : “Premarin” therapy for meno- 
administration of “Premarin” pausal symptoms. 


Harding, F. E.: West. J. Surg. Obst. Saar Neustaedter, T.: Am. J. Obst. & 
& Gynec, 52:31 ( Jan.) 1944 Gynec. 46:530 (Oct.) 1943. 


“Tt (‘Premarin’) gives to the pa- é “General tonic effects were note- 
tient a feeling of well-being’’ worthy and the greatest percent- 
Glass, S. J., and Rosenblum, G.: Gee age of patients who expressed 
J. Clin. Endocrinol. 3:95 (Feb.) 1943 clear-cut preferences for any 
drug designated “Premarin?” 
Perloff, W. H.: Am. J. Obst. & 
Gynec. 58:684 (Oct.) 1949. 


Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 


mg., 1.25 mg., 0.625 mg., 


4 mg., an 
the clinicians’ evidence 


teas 


of the “plus” in 


ee 99 ® 


equilin, equilenin, hippulin,..are 

sneha ie present in varying Estrogenic Substances (water-soluble) 

amounts as water-soluble conju- also known as Conjug Estrogens (equine) 
gates, ated equine, 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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MODERN LOW-COST SUR- 
GICAL UNIT for all minor and 
various major surgery. 


The Birtcher BLENDTOME is a surpris- 
ingly practical unit for office surgery. 
With this lightweight unit, you have a// 
the electrosurgical procedures of major 
units— electro excision, desiccation, ful- 
guration and coagulation. While not 
meant to be compared to a large hos- 
pital unit, the BLENDTOME has been 
successfully used in many TUR cases. 
Such facility indicates the brilliant per- 
formance of the BLENDTOME. 
ALL 4 BASIC SURGICAL CURRENTS 
1. Tube Generated Cutting Current. 
Spark-Gap G ted Coag Current. 


currents on selection. 


2. 
3. A controlled mixed blend of both above 
4. 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Vv 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Jas. N. BRAWNER, M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 
Dept. for Men 
Jas. N. BRAWNER, JR., M.D. 


Mono-polar Oudin 
Current. 


| 


Never before has a surgical unit of 
such performance been offered ot 
the low price of the Blendtome. 


Write “Blendtome Folder” on your 
peseenipes blank or clip your letter 

ead to this advertisement. Reprint of 
electrosurgical technic mailed free on 
request. Please indicate your specialty. 


THE BIRTCHER CORPORATION 
5087 Huntington Drive los Angeles 32, Calif 


BLENDTOME DEALERS 
Wachtel’s, Inc., Asheville — Winchester-Ritch 
Surgical Co., Greensboro — Winchester Surgical 
Supply Co., Charlotte 


SERVICE 


CAROLINA SURGICAL 
SUPPLY COMPANY 


RALEIGH DURHAM 
NORTH CAROLINA 


== Electrosurgical Unit 
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An Observation on the Accuracy of Digitalis Doses 


Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 
greatest possible accuracy.”* 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 
to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until che desired therapeutic 
level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1. Withering, An account of the 1785. 


2. Rimmerman, A. B.: Digilanid and the Thi 


Heart Disease, Am. J. M. Sc. 209; 33-41 (jan). 1945. 


Literature about and Physician's Trial 
Supply are ava 


andoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


SAN ATORIUM 


~~ EST.I9II 


STAFF 
Paul V. Anderson, M.D. 


President 


Rex Blankinship, M.D. 
Medical Director 


Ernest H. Alderman, M.D. 


Associate 


John R. Saunders, M.D. 


Associate 


Thomas F. Coates, M.D. 


Associate 


Phone 5-3245 Richmond, Virginia 


A private psychiatric sanatorium 
offering modern diagnostic and 
treatment procedures — electro- 
shock, insulin, psychotherapy, oc- 
cupational and recreational ther- 
apy — for nervous and mental 
disorders and problems of ad- 
diction. 


Westbrook is located on a 125 acre 
estate of wooded land and spa- 
cious lawns, affording opportuni- 
ties for outdoor recreational activ- 
ities. Illustrated booklet on 
request. 


DR. J. K. HALL © 1875-1948 


| 
| 
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GLENWOOD PARK 
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SANITARIUM 


Founded by 


Ww. C. ASHWORTH GREENSBORO. 
D. 


1904 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. Riner, M.D., Medical Director 


Address; GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


ACCIDENT - HOSPITAL - SICKNESS 


Have you ever prescribed a INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 


Residence Klevator? EXCLUSIVELY 


Where climbing stairs is painful or dan- 
gerous to a patient, a Residence Ele- 


COME FROM 


vator may be a boon or even a lifesaver. $5.000.00 accidental death 88.00, 
25.00 i A 
These elevators are handsome, com- 
, i $10,000.00 accidental death $16.00 

pletely safe, and simple to operate. The 
average two story installation costs less accident and sickness 

than $2,000.00, We shall be glad to have Frain wcrkiy eden, death $24.00 
our representative call or send full accident and sickness 

P $20,000.00 accidental death $32.00 

literature to you or your patients with- $100.00 weekly indemnity, Quarterly 


accident and sickness 
Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 
85¢ out of each $1.00 gross income used 


for members’ benefit 


out cost or obligation. 


$3,700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
MON ARCH ELEV ATOR $200,000.00 deposited with State of Nebraska for protection 
of our members. 
& M ACHINE co. Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
GREENSBORO, N. C. PHYSICIANS CASUALTY ASSOCIATION 
The Largest Elevator Manufacturer in the Southeast PHYSICIANS HEALTH ASSOCIATION 


48 years under the same management 


400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 


. 
PREMIUMS <= CLAIMS 
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LACTOGEN =} WATER = FORMULA 


2 fl. ozs. 
1 eee 2 fl. ozs. (20 Cals. per fl. oz.) 


LACTOGEN’ 


CLOSELY APPROXIMATES 
BREAST MILK 


Advertised to Cows: MILK 
of Milk Fat, mill Sugor 


the Medical Profession only. qh 


= ee > for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
rug tua’ 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an anexcelled all year round _ 
mate for health and comfort. All! natural curative nts are used, su as physi emnerare. occupational the 


shock therapy, outdoor sports, horseback riding, ete. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single "er en suite with every comfort and convenience. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


XXXI 
wnt 
a 
|ACTOGEN 
Zz 
APPALACHIAN HALL Asheville, North Carolina : 
i 


XXXII ADVERTISEMENTS May, 1950 


| SAINT ALBANS SANATORIUM_ | 


RADFORD, VIRGINIA 


4 
> 4 
> 
100-bed private hospital for the diagnosis and treatment of psychiatric disorders, p 
including alcoholism and drug addiction 
Diplomates American Board of 
J. P. King, M.D. Psychiatry and Neurology 
T. E. Painter, M.D. J. K. Morrow, M.D. D. D. Chiles, M.D. 
J. L. Chitwood. M.D., Medical Consultant 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES : 
SURGERY-~—Intensive Course in Surgical Technic, two 
weeks, starting May 15, June 19, July 24, ompliments 0 
Surgical Technic, Surgical Anatomy & Clinical Sur- 
gery, four weeks, starting May 1, June 5, July 10. 
Personal Course in General Surgery, two weeks, start- 


ing September 25, 
Surgery of Colon & Rectum, one week, starting May 9 
15, June 5, 
Ksophageal Surgery, one week, starting June 5. ac te S nc, 
Breast & Thyroid Surgery, one week, starting June 26. b ] 
Thoracic Surgery, one week, starting June 12. 


Gallbladder Surgery, ten hours, starting June 19, 
Fractures & Traumatic Surgery, two weeks, starting SURGIC L 
June 12, A 


Basic Principles in General Surgery, two weeks, 


starting September 11. 
GYNECOLOGY Intensive Course, two weeks, starting 
June 19, September 25, SU PPLIES 
Vaginal Approach to Pelvic Surgery, one week, start- 
ng May 15. 
OBSTETRICS. -Intensive Course, two weeks, starting 
June 5, September 11. 
PEDIATRICS-—Personal Course in Cerebral Palsy, two 
weeks, starting July 31. 
Personal Course in Diagnosis & Treatment of Con- 
genital Malformations of the Heart, two weeks, 
starting June 5. 
MEDICINE — Intensive General Course, two weeks, start- AA 
ing October 2. 
Electrocardiography & Heart Disease, two weeks, 
starting July 17. 
Hematology, one week, starting May 8. 
Gastro-enterology, two weeks, starting May 15. 
Liver & Biliary Diseases, one week starting June 5. 
Gastroscopy, two weeks, starting May 15, June 12. 
ay », Informal Clinical Course every two weeks. 
UROLOGY Intensive Course, two weeks, starting Sep- 65 Haywood Street 
tember 25. 
Cystoscopy, Ten Day Practical Course, every two wks. 
GENERAL, INTENSIVE AND SPECIAL COURSES IN Shi bennonas ASHEVILLE, North Carolina 
OF MEDICINE, SURGERY AND THE SPECIALTIES 


TEACHING FACULTY—ATTENDING STAFF OF P. oO, Box 1716 Telephones: 1004-1005 


COOK COUNTY HOSPITAL 


Address: Registrar, 427 South Honore St. Chicago 12, TIL 


| 
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for Quick Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia. 


inject 


intravenously, intramuscularly, subcutaneously 


In respiratory and other emergencies resulting 
from medullary depression during anesthesia. 
Ampules | and 3 cc., tablets, solution, powder. 


Metrazol, brand of pentamethylentetrazol, Trade Mark Reg. U.S. Pat. Off., E. Bilhuber, Inc., Mfr. 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charman Coarroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology and 


Psychiatry 
Associate Director 
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DID YOU KNOW? 


That—In a single school day six million 
half pints of milk are consumed 
through the School Lunch Pro- 
gram? 

That—The Proverbial milk and honey 
diet will provide adequate 
amounts of calcium, phosphor- 
ous, thiamine, riboflavin, as- 
corbic acid, pantothenic acid, 
nicotinic acid for adults? 


That—Milk is the favorite beverage of 
Americans — about two and a 
half times as popular as the 
next favorite beverage? 


—e— 


The Dairy Council 
WINSTON-SALEM & LEXINGTON 
625 Reynolds Building 
Winston-Salem, N. C. 
BURLINGTON—DURHAM—RALEIGH 
310 Health Center Building 
Durham, N. C. 

HIGH POINT & GREENSBORO 
105 Piedmont building 
Greensboro, N. C. 


HANGER’S 
‘Suction 
Socket 


“1 walk without a 
cane or crutch—dance, ride horseback, and pitch horse- 
shoes,” says Chuck Koney, former basebali player now 
wearing this new Hanger Leg. The advantages of the Suc- 
tion Socket Leg include a more life-like oppearance, greater 
comfort, no straps or belts, lighter weight, improved stump 
condition, better walking. This new Hanger Leg is based on 
a new principle developed in conjunction with the National 
Research Council. 90% of Hanger Suction Socket cases have 
been successful, largely the result of careful selection and 
expert fitting. 


HANGER2 
LIMBS 

256 Hillsboro St. 735 N. Graham St. 

Raleigh, N.C. Charlotte, N.C. 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE’S SANITARIUM 


Meridian, Mississippi 


Internal medicine. including diagnosis and 
treatment of nervous and mental diseases, 
alcoholics and narcotic addiction. Especially 
interested in giving narcotic cases gradual 
reduction. Convalescents, aged and infirm 
admitted, 

Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
and non-cooperative patients not accepted. 
A good place to spend a vacation. 

Write I’. 0. Box 106 or Telephone 3-3369 


M. J. L. HOYE, M.D. 


Superintendent 
Fellow of the American Psychiatric Association 


LY Fer Shy, Nervous, Retsrdod Children 


Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 


SOLID BRONZE SIGNS 


Cast solid bronze signs, drilled with screws 


3” x 12”—$7.20. 8” x 14”—$8.40. 8” x 16—$9.60. 


Add $1 for each additional line on above. 

4” x 14”—-$12.30. 4” x 16”—$14.10. 4” x 18/—$15.85 
5” x 16”—$17.60. 5” x 20”-—$22.00. 6” x 20-—$26.40 
CHECK MUST ACCOMPANY ORDER 
Ask for prices of other sizes. 

Also “Waiting ew se other signs 3” x 12” 
7.20. 


LAUER METAL CO. 
1108 Cathedral Street Baltimore 1, Md. 
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CHLOROMYCETIN CHLOROMYCETIN 
CHLOROMYCETIS CHLOROMYCETIN 
CHELORO 
CHI sETIN HLOROMYCET 
JETIN 


CHLOROMYCETIN 


“SPSEALS 


*LOROMYCETIs ore 
HLOROMYCE) 


CHEDROM 
phy or on th 


OAVIS 


MYCETIN 4 CHLOROM’ 


CHLORO 


CHLOROMYCETIN CHLOROMiCE Tai 


LOROMYCETI 


CHLORAMPHENICOL, PARKE-DAVIS 


Potent therapeutic agents may be two-edged swords — clinical efficacy 
coupled with varying degrees of toxicity. CHLOROMYCETIN is a powerful sword 
with a single edge. It exerts a remarkable antibiotic effect on a wide range of 
infections (including many unaffected by penicillin, streptomycin or 
the sulfonamides). At the same time, it is unusually well tolerated. 


Published reports emphasize its relative innocuousness. 
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“NO 
“NO 


‘NO 
‘NO 


significant untoward effects in patients who received 


chloramphenicol under our care.” Smadel, J. E.: J-A.M.A. 142:315, 1950 (discussion) 


evidence of renal irritation .. . No impairment of renal function. 
..» No changes in the red-cell or white cell series of the blood . . . nor did jaundice occur, 


... Drug fever was not observed . . . side effects were slight and infrequent.” 
Hewitt, W.L., and Williams, B., Jr.: New England J. Med. 242:119, 1950 


toxic reactions or signs of intolerance were observed.” 


Payne, E. H.; Knaudt, J. A., and Palacios, S.: J. Trop. Med. & Hyg. 51:68, 1948 


symptoms or signs of toxie effects attributable to the drug were observed.” 
Ley, H. L., Jr.; Smadel, J. E., and Crocker, T.: Proc. Soc. Exper. Biol. & Med. 68:9, 1948 


CHLOROMYCETIN is effective orally in urinary tract infections, bacterial and atypical 
primary pneumonias, acute undulant fever, typhoid fever, other enteric fevers due to 
salmonellae, dysentery (shigella), Rocky Mountain spotted fever, typhus fever, scrub typhus, 


granuloma inguinale, and lymphogranuloma venereum. 


PACKAGING : CHLOROMYCETIN is supplied in Kapseals® of 0.25 Gm. 
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PABENA 
PABENA 


PRECOOKED OATMEAL 


vitemin-ond-mineral-eni 


QUIRES NO COOKING + Add milk 
+t. het or cold. Serve with milk oF 


precooked oatmeal 
companion to Pablum 


Growing in favor with physicians 


Pabena* is oatmeal ...and has the rich, 
full oatmeal flavor. 


Like PABLUM;* PABENA is enriched 
with important vitamins and minerals 
and is thoroughly cooked and dried. 


In addition, PABENA is valuable for in- 
fants and children who are sensitive to 
wheat. It is an ideal first solid food. 


PABENA and PABLUM provide variety 
of cereal flavor that is welcomed by both 
mother and child. 


PABENA and PABLUM, like all Mead’s 
products, are not advertised in lay pub- 
lications. *T.M. Keg. U.S. Pat. Off, 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND.,U.S.A. 
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